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Introduction to the Portfolio
This portfolio contains a selection of work completed throughout the 
Doctorate of Psychology (PsychD) clinical training course. The portfolio 
contains three dossiers.
The academic dossier comprises of two essays, two problem based learning 
accounts, and two personal and professional learning and discussion group 
reflective accounts. The clinical dossier contains a summary of each of the 
five clinical placements undertaken and summaries of four written and one 
orally presented case report. The research dossier consists of the service 
related research project, the qualitative research project abstract, the major 
research project and the research log. Within each group of similar 
assignments, work is presented sequentially in terms of when assignments 
were completed during the training course.
This portfolio represents the range of work completed during the training 
course, including the range of client groups, psychological approaches and 
presenting problems covered. Throughout the portfolio any identifying details 
have been removed or changed in order to maintain confidentiality and 
anonymity.
Introduction to the Portfolio
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INTRODUCTION
The Diagnostic and Statistical Manual of Mental Disorders (DSM), was first 
produced in 1952. This was followed by the second edition, the DSM-II, in 
1968 (Mayes & Horwitz, 2005). These early editions of the DSM were based 
upon a psychodynamic approach, with the emphasis less on distinguishing 
specific diagnostic categories and more on the importance of exploring the 
experiences of the individual (Mayes & Honvitz, 2005), reflecting a 
biopsychosocial model for understanding mental distress (Wilson, 1993). 
However, the introduction of the DSM-III in 1980 brought with it a 
transformation in the way mental distress was conceptualised. With 265 
diagnoses compared to 182 in the DSM-II (Mayes & Horowitz, 2005), the 
introduction of the DSM-III saw a move towards a medicalised view, based 
upon diagnosis and a categorical system with a clear distinction between 
health and illness. Within this approach clusters of symptoms were seen as 
markers of an underlying disease (Horowitz, 2002). The most recent DSM, 
the DSM-IV, distinguishes 297 diagnoses (Mayes & Horowitz, 2005), and is 
widely used as the categorical system upon which diagnoses of mental 
illness are made, through the consideration of a persons symptoms against 
the diagnostic criteria listed within the manual.
Since the publication of the DSM-IV there has been a focus within mental 
health services on diagnosis and the medical model has dominated. This is 
based upon the proposition that any form of mental distress can be 
understood in terms of physical malfunctioning, usually of neurotransmitters 
within the brain (Repper & Perkins, 2003). Because physical malfunctioning 
is viewed as the underlying cause the emphasis within this model is on 
physical interventions, predominantly medication. Over many years the 
dominance of the medical model has been questioned and challenged from 
several quarters. Given the limitations of the medical model an alternative 
approach is becoming increasingly evident, and this is the recovery model. 
According to Repper and Perkins (2003), ‘everyone who experiences mental 
health problems faces the challenge of recovery, i.e. rebuilding a meaningful
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and valued life’, and ‘the help offered by mental health workers needs to be 
considered in terms of the extent to which they facilitate, or hinder, this 
process of recovery’ (Repper & Perkins, 2003, p.45). The recovery ideology 
in contrast with the medical model does not view mental health problems 
solely as physiological changes to be treated through physiological 
interventions. However, the recovery model does not suggest there can be 
no physical factors and instead does not commit to a particular model of 
mental distress (Anthony, 1993), leaving the individual free to form their own 
judgements about cause, which may include physical, psychological, social 
and spiritual factors. As the recovery process is different for each person, a 
variety of approaches will be useful to different individuals, and therefore 
recovery overlooks the arguments between which interventions should be 
used (Repper & Perkins, 2003).
The image of the DSM IV burning and the challenge it presents to the 
medical model is likely to be highly emotive for service users, their families 
and carers, psychiatrists and clinical psychologists. I have chosen this essay 
as in my previous experience of working within adult mental health services 
there has been talk of services moving away from a medical model towards 
recovery orientated approaches, and I feel it would be useful for me to further 
my understanding of the debate surrounding this. As there are a large 
number of issues which are of relevance to this, I have chosen to approach 
this essay by considering some of the challenges to diagnosis and the 
medical model and to consider what the move to services influenced by the 
recovery model may mean. I will consider this in relation to the issues raised 
for service users and their families, psychiatrists and clinical psychologists, 
before I go on to discuss my own thoughts on this topical debate.
SERVICE USERS
Increasingly users of mental health services have spoken out about their 
experiences and have highlighted inadequacies in the services they have 
received. Many people have described the shattering effect receiving a
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diagnosis can have, and there are also many accounts of how mental health 
professionals framing everything within a medical framework of diagnoses 
and symptoms can lead to them failing to understand the individuals 
jexperience (Repper & Perkins, 2003). Once a person has a diagnosis their 
own explanations of their distress may be disregarded, and due to the 
dominance of the medical model they may then be offered treatments of a 
purely biological nature (Repper & Perkins, 2003) even if this is not the type 
of help they are asking for. The mismatch between the views of professionals 
and the individual may be even more pronounced where the individual comes 
from a different culture to that of the professional. The view of distress as a 
result of biological causes is a western one. However, mental health services 
have been described as culturally insensitive and apply this understanding 
indiscriminately to everyone including those from non-Western cultures, to 
whom it may seem inappropriate due to not fitting with their own 
understanding (Watkins, 2007). The dominance of the medical model within 
mental health service provision in the United Kingdom has been described as 
“one of the most blatant, yet often covert, forms of racism in the mental 
health system” (Patel & Fatimilehin, 1999, p.63).
A key difficulty reported in many accounts of service users is the stigma and 
discrimination that is associated with a diagnosis of a mental health problem 
(Campbell, 2007). An argument for equating mental illness with physical 
illness has been that viewing mental illness as an illness like any other (Read 
et al. 2006) would reduce stigma. However, despite the dominance of this 
approach and numerous anti stigma campaigns, the evidence suggests that 
this has not been the case. In 2004 the Social Exclusion Unit identified 
stigma and discrimination as key barriers to social inclusion for those with 
mental health problems (Social Exclusion Unit, 2004). The results of a recent 
Department of Health survey of attitudes towards people with mental health 
problems were described as unacceptable by the mental health charity 
Rethink, after the results included the finding that 1 in 8 people reported they 
would not want to live next door to someone experiencing mental health 
problems (Rethink, 2008), and service users and carers report experiencing
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high levels of stigma and discrimination (Corry, 2008). In focusing on the 
diagnostic label of schizophrenia, Read et al. (2006) found that in fact the 
public expressed a preference for a psychosocial explanation and approach 
to the treatment of schizophrenia over a biological explanation. They also 
found that biological and diagnostic approaches were related to increased 
fearfulness and higher perceptions of dangerousness of individuals with a 
diagnosis of schizophrenia. However, the level of stigma and discrimination 
associated with different DSM-IV diagnoses has been shown to vary, and it 
appears that a diagnosis of depression or anxiety may be viewed less 
negatively than a diagnosis of schizophrenia (Thornicroft, 2006).
However, it is important to recognise that some service users and their 
families may welcome being given a diagnosis (Campbell, 2007). Some 
service users have spoken about the relief they found in receiving a 
diagnosis (Repper & Perkins, 2003), while McIntosh (1996) wrote of her 
anger at not being initially informed of her diagnosis, and of the benefits of 
finally being told, in terms of being able to access relevant information and 
help. A diagnosis may provide comfort as the individual may then begin to 
see their distress as an illness which can be treated (Watkins, 2007). A 
diagnosis may also be valued by those around the individual (Campbell,
2007), and a biological understanding of what the person is experiencing 
may be welcomed by such people, particularly families, who can otherwise 
feel blamed (Repper & Perkins, 2003). In addition access to mental health 
services within the NHS can largely be dependent upon having a diagnosis 
(Campbell, 2007), and in some cases upon having a particular diagnosis. In 
recent years the government has embarked upon a programme aimed at 
improving access to psychological therapies. The commissioning guidelines 
which outline how these new services should be structured identify which 
part of the service an individual should access first upon the basis of a 
diagnosis; for example those with Post Traumatic Stress Disorder are 
identified as needing a greater intensity of service than those experiencing 
mild to moderate depression (Department of Health, 2008). Similarly, many 
mental health trusts are establishing services to meet the needs of people
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with a diagnosis of a personality disorder following the publication of the 
report ‘Personality disorder: No longer a diagnosis of exclusion' (Department 
of Health, 2003). One suggestion made within the report was for teams to 
work specifically with people diagnosed with a personality disorder to be 
established, and clearly in order to access the services provided by these 
teams a person will need to have this diagnosis. Therefore, a diagnosis may 
be useful to a service user in enabling them to access services.
The growth of the recovery model as an alternative to the medical model has 
largely come out of the service user movement, so it may be that many 
service users may see the image of the burning DSM-IV and the 
abandonment of the dominance of the medical model as an indication that 
their voices are being heard and they are being valued as the experts in their 
own experiences. The fact that recovery approaches do not focus solely on 
the biological but can also incorporate social and psychological factors into 
the understanding of mental distress may overcome some of the difficulties 
with the medical model that service users have identified. However, as 
outlined above, receiving a diagnosis and biological treatments are valued by 
some service users and their families, both in facilitating their understanding 
of their experiences and in enabling access of services, and therefore the 
image of the burning DSM-IV and the change it symbolises may be seen as 
threatening. The recovery model does not propose that there can be no 
biological aspects to a persons mental distress and therefore openness 
about the recovery philosophy may help to ameliorate the anxiety of these 
individuals.
PSYCHIATRISTS
The training of psychiatrists within the UK involves training first and foremost 
as a medical practitioner. Psychiatrists will have undertaken several years of 
general medical training, the same as those who go on to become GPs, 
surgeons and so on, prior to specialising in psychiatry (Royal College of 
Psychiatrists, 2005). Therefore from the outset psychiatrists are trained to
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dichotomise illness and wellness, and to function within a system whereby 
diagnoses are used to separate illness from health, with illnesses understood 
in terms of a physical cause (Double, 2001). In addition, the training of 
psychiatrists has been dominated by a neuropsychiatry model, where 
distress is described in terms of differences in brain functioning. The view of 
psychiatry as a branch of medicine intensifies the view of psychiatry as a 
scientific discipline, and permits psychiatrist equal respect to other medical 
doctors and power over other non-medical practitioners (Double, 2005)
However, historically this has not always been the dominant practice within 
psychiatry. Prior to the introduction of the DSM-III, psychiatry was dominated 
by psychodynamic understandings of distress. It was in answer to criticisms 
of this approach that psychiatry moved towards a diagnostic system seen to 
be more scientific and rigourous (Mayes & Horwitz, 2005). Much of this 
criticism came from the so called ‘anti-psychiatry’ movement of people such 
as Szasz, who proposed that mental illness did not exist and that mental 
illness and its treatment could be seen as a form of coercive control of people 
(Mayes & Horwitz, 2005). In response to such criticisms, the DSM-III was 
published, with its increased emphasis on symptoms and differential 
diagnosis, and a move to make psychiatry more scientific (Mayes & Horowitz, 
2005). However, the current system has also been subject to much criticism.
Currently much of the criticism from within psychiatry comes from the ‘Critical 
Psychiatry’ movement. The Critical Psychiatry Network, established in 1999, 
consists of a group of UK based psychiatrists who are critical about the 
current practice of psychiatry and about the validity of the medical model. 
They argue against the current emphasis on biology, and instead suggest 
looking beyond this to include social and cultural factors and so on (Critical 
Psychiatry Network, 2002). This group’s campaign for change in the practice 
of psychiatry, and the need to consider other contexts in relation to a persons 
mental well-being can be seen as being in line with the recovery approach. 
Although the existence of such a group indicates that some psychiatrists do 
not agree with the current overemphasis on diagnosis and biology, there
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appear to be many other psychiatrists who are not as critical and accept and 
support this approach. This may be a result of their training, and it has been 
suggested that a critical approach is not advocated nor developed through 
the current medical training of psychiatrists (Double, 2001). Indeed, despite 
the criticisms directed at the medical model of mental health problems, and 
the repeated assertions that the diagnoses featured in the DSM IV are 
neither valid nor reliable (e.g. Kutchins & Kirk, 1997), the American 
Psychiatric Association continues to assert that mental disorders are 
neurobiological (Double, 2005).
Given that there is evidence some psychiatrists are critical of the medical 
model and of the value of diagnosis when used in its current way the image 
of the DSM burning may be welcomed by some psychiatrists. However, for 
many it may be seen as a threat. Psychiatrists hold a position of power within 
the current approach, and a shift towards the recovery approach and the 
increased emphasis on social and psychological as well as biological factors 
may be seen as a threat to this position. Indeed, Double (2001) suggests that 
the in-depth knowledge a psychiatrist has of the body, which they alone hold 
within mental health teams, gives them power over other team members, and 
therefore even if they have doubts about the completely biological nature of 
mental health proposed by current psychiatric training they may be reluctant 
to pursue this.
CLINICAL PSYCHOLOGISTS
Clinical psychologists have often in recent years been vocal about the 
deficiencies within the current mental health system due to its biological bias. 
In 2000, the British Psychological Society (BPS) Division of Clinical 
Psychology published a report aimed at helping people to understand mental 
illness (BPS, 2000). This report outlined some of the benefits of diagnosis, 
including how reassuring it can be for an individual to receive a diagnosis as 
it may help them to feel they are not alone, and how it can be used as a 
communication aid. However, it also highlighted many of the disadvantages
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of diagnosis including the unreliability and invalidity of diagnosis and the fact 
that a diagnosis may be used as an explanation rather than merely a short 
hand description for communication purposes. The report suggested that 
mental health should be viewed on a continuum, rather than in a 
dichotomous manner, and outlined the importance of focusing on the 
individual persons experience, suggesting the use of formulation in order to 
do so (BPS, 2000).
Clinical psychologists use psychological formulation as a way of working 
collaboratively with an individual to both explain what they are currently 
experiencing and also to look at what may have caused and be maintaining 
their difficulties (BPS, 2000). A formulation is informed by theory and 
research but is developed based on the individual person and their 
experience, and therefore can be seen as an integration of knowledge and 
theory with an individual approach to the person and their difficulties (Butler, 
1998). The process of generating a formulation is a tentative one, where the 
ideas are seen as hypotheses and are subject to change as therapy 
continues (Butler, 1998). While the psychologist will draw upon different 
theories and evidence from research in developing a formulation, they will 
ultimately aim to work with the person to build their own understanding of 
their problem in a way that makes sense to them. This is clearly different to 
the ideas of diagnosis, where a person receives a diagnosis which is not 
collaborative but comes from a professional, and where a diagnosis is given 
and then must be lived with, rather than evolving. Butler (1998) identified 
several purposes of formulations, including providing an overall picture of the 
persons difficulties, assisting in the prioritising of particular issues, and a 
means of planning treatment strategies and selecting specific interventions. 
Formulations have been argued to be more useful than diagnosis, however, it 
is important to note that this has also been subject to debate, as there are 
studies which show individual formulations to be no more effective than 
standardised treatments allocated based on a diagnosis (Butler, 1998).
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The approach of clinical psychology outlined here is clearly more in line with 
the recovery approach than the medical model, which suggests that clinical 
psychologists may respond in a positive way to the image of the DSM-IV 
burning and all that this symbolises. However, it is worth noting that 
psychologists may also see value in the use of diagnostic labels. Within the 
BPS report (BPS, 2000) one suggested advantage of the use of such labels 
is a useful short-hand way of communicating within teams. Psychologists 
may also be mindful of the benefits of having a diagnosis and therefore a 
framework within which to understand their distress for individual people.
The image of the burning DSM-IV will be seemingly less threatening and 
more empowering to clinical psychologists than to many psychiatrists. 
Overall, the approach taken by psychologists in using formulation fits more 
readily with the recovery approach. As services appear to be increasingly 
moving towards a recovery orientation and away from the medical model the 
role of clinical psychologists may become valued more highly, and this may 
also be seen as a threat to psychiatrists.
New Ways of Working
The increasing move towards recovery orientated services could be seen as 
being reflected in changes to the roles of different practitioners within teams. 
A national programme to transform the way the mental health services 
workforce practice entitled ‘New Ways of Working’ has been key to progress 
within this area. Within the New Ways of Working’ project there has been an 
emphasis on a move away from psychiatrist centred services towards 
services where there is a distribution of responsibility amongst the team, and 
where those with the most experience and skills appropriate for a role carry it 
out rather than roles being defined by profession (Care Services 
Improvement Partnership, 2007). This proposes a move away from the 
traditional service structure where psychiatrists may have been looked to as 
leaders of services where leadership roles are open to a wide range of
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professionals, and therefore may be seen as a threat to the status of the 
psychiatrist within the team.
The amendments to the Mental Health Act which came into force in 
November 2008 may also reflect a shift away from the dominance of the 
medical model. Within these changes, the role of the Responsible Medical 
Officer, which could previously only be undertaken by a medical practitioner, 
has been changed to that of the Responsible Clinician. The Responsible 
Clinician will be an Approved Clinician (AC) who has overall responsibility for 
a patients care (National Institute for Mental Health in England (NIMHE),
2008). An AC can be a nurse, social worker, occupational therapist, 
chartered psychologist or a doctor (NIMHE, 2008). The guidelines for ACs 
describe how an AC should be able to carry out mental health assessments 
which incorporate biological, psychological, cultural and social perspectives 
and to have an understanding of biological, psychological and social 
interventions (NIHME, 2008). Therefore this guidance can be seen as 
reflecting a holistic approach to the assessment and care of the person.
The changing roles within mental health teams outlined above can be seen 
as a threat to the dominant role of the psychiatrist. Although it presents an 
opportunity for psychologists as they can take on a wider range of roles, 
including playing a larger role in leadership, this may also be threatening. 
Such changes may lead to clinical psychologists being taken away from the 
roles they currently undertake within teams, and such a change may not be 
acceptable to all. For service users this may be a positive shift, as a wider 
perspective on their care may be taken, but may also cause difficulties as 
practitioners try to adapt and undertake different roles and the care they may 
be used to receiving changes. I feel that this is relevant to the burning DSM- 
IV as it illustrates a shift that is already in place, and highlights the ways in 
which this may impact on service users, psychiatrists, clinical psychologists, 
and myself as a trainee, both positively and negatively.
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MY PERSPECTIVE
In spending time reviewing some of the literature, some of which is outlined 
here, it has become more apparent to me that the dominance of the 
biological or medical model within the field of mental health has been a 
widely debated issue and clearly has many disadvantages. The recovery 
approach seems to be welcomed by many, although it is also not without 
criticism (Repper & Perkins, 2003). However, I am aware that the literature I 
have considered may have been biased, due to my approach to searching for 
materials. I took as my starting point the articles in the edition of the BPS 
referred to in the title of this essay, and then moved forward from this point 
using a snowballing strategy; finding articles or books referenced in the initial 
articles or conducting searches to find further articles by particular authors, 
and then taking the same strategy with the articles I found and so on. I did 
not include in my reading any books written for trainee psychiatrists for 
example, or any articles which were particularly supportive of the dominance 
of biological approaches to mental distress. This may be a reflection of the 
fact that such an approach is in fact flawed, or it may in fact be due to my 
own failure to search more broadly.
However, throughout this essay I have attempted to consider the issues 
around diagnosis in as balanced a manner as possible, and to consider the 
advantages as well as the disadvantages of this. In writing this essay I have 
become increasingly aware of the diverse range of attitudes to diagnosis, 
even amongst psychiatrists. Clearly for some people having a diagnosis can 
be helpful, in that it enables them to feel that they are not alone, and may 
enable them to access services. For professionals working within mental 
health services, diagnostic labels can be seen as aiding communication and 
team working. Most of the problems I have highlighted here seem to me to 
result not from diagnostic labels alone but from how these labels have been 
used. If having a term to describe their distress can be helpful to a person, 
that term then being used in a persecutory manner and in a way that 
suggests that their individual experiences and treatment preferences are
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unimportant is clearly unhelpful. The earlier versions of the DSM also 
included diagnoses, but the approach of psychiatry differed at this time, and 
therefore I have come to a point where it perhaps seems that it is how 
diagnosis and the DSM-III and DSM-IV has been used and the resulting 
dominance of the medical model that seems to be detrimental, rather than 
diagnosis alone.
As human beings much of our understanding of our world and our ability to 
function within it is based upon our use of language. Having umbrella terms 
to describe something facilitates our ability to communicate with one another 
and to build shared understandings. We also have a tendency to try to 
categorise (Read, 2004). For example, umbrella terms such as man, woman, 
child form a large part of everyday language, enabling us to communicate 
and share information in a shorthand manner. Similarly, I have separated this 
essay into sections based on service users, psychiatrists and clinical 
psychologists, to organise information in a manner that facilitates my ability to 
communicate to the reader. However, I have tried to capture the diversity of 
opinions which may sit within each of these broad categories. I am also 
aware that there are many people who sit across more than one of these 
categories, and that all of the people who may see themselves or be seen by 
others as belonging to one of these categories is many other things beyond 
being a ‘service user', ‘psychiatrist’ or ‘clinical psychologist’. Similarly while 
describing a person as a man or woman or child may create some 
expectations, we do not expect all men to be the same, or treat all children 
within the same manner, we remain aware of their individuality, seeing this 
label as only one component of their being. It seems to me that a label based 
on a diagnosis from the DSM-IV may often be used very differently to this, 
and such labels seem to often be seen as a means of describing the whole 
person. The DSM-III and DSM-IV have moved mental health services to a 
place where the dominance of the medical model has led to a belief that one 
of these labels refers to a biological deficit or abnormality, and therefore the 
individuals wider self, including psychological and social factors, is ignored.
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Diagnostic labels are used in setting the entry criteria for many mental health 
services and provide a means of communicating both for professionals and 
service users. If services are to move away from the use of these labels then 
there needs to be another means of communicating and enabling people to 
access the services that may be helpful to them. Clearly the way in which 
different DSM-IV diagnostic labels are used both within services and by 
society varies, some are more acceptable in modern society and less 
stigmatised. For example, the term ‘depressed’ is used colloquially to 
describe feeling low, and therefore a diagnosis is perhaps seen as less 
stigmatising and more on a continuum of normal experience than a person 
diagnosed with schizophrenia, which is perhaps not viewed in this way, 
despite many suggesting that psychotic experiences are in fact also on a 
continuum (BPS, 2000). Therefore I am wondering whether perhaps a move 
away from the use of diagnostic labels is a more important issue for some 
diagnoses than others, and for those which are most stigmatising it may be 
impossible to reduce stigma without changing the language that is used. One 
suggestion that has been made for how services could move away from 
diagnosis but retain a language for communicating about difficulties would be 
to use terms referring to ‘symptoms’, or specific experiences, rather than 
attempting to make a broader diagnosis (Bentall, 2004). I feel that this seems 
to be a middle ground position that I am drawn to, retaining some of the 
positive factors associated with diagnosis but reducing the more negative 
outcomes.
The recovery approach, and valuing individual experiences, seems to be a 
more acceptable approach within mental health services to many service 
users and some professionals. However I am struck by how, in my limited 
understanding, this seems to perhaps reflect a move back to something 
similar to the mental health services of the DSM and DSM-II era. This 
approach was also highly criticised at the time. Therefore I do not doubt that 
recovery orientated services may also have weaknesses and not meet the 
needs of all people, and therefore will also be criticised in time.
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CONCLUSIONS
The issues brought up by the image of the burning DSM-IV are highly 
complex, and in writing this essay I have become increasingly aware of the 
complexity of the debate surrounding the issue of diagnosis. Having a 
diagnosis and having mental health difficulties viewed as having a biological 
basis is valued by some, but not other, service users and professionals. The 
dominance of the medical model has been heavily criticised, and the 
recovery model has grown out of this criticism to begin to form a more central 
role within mental health services. This may impact both positively and 
negatively on service users, psychiatrists and clinical psychologists, as well 
as others involved in mental health services and wider society. While the 
increasing move towards recovery orientated approaches seems to be 
tackling some of the problems associated with the medical model, progress 
in this area is likely to take time, and diagnoses are still used in 
communication between people within teams and between practitioners and 
service users, and still act as entry criteria for services. In answering this 
essay question I have begun to consider the role of language and the need 
for having a word to describe something and how this relates to the issue of 
diagnosis. Throughout this process as my understanding of the issues in this 
controversial area have grown I have been aware that my opinions and 
attitudes on this matter are constantly being shaped and I hope that my own 
thoughts on this matter will continue to evolve in the future. Currently I am in 
a position whereby I can see the problems associated with the medical 
approach, however I cannot yet fully conceptualise how mental health 
services would work in practice without the use of diagnostic labels, 
particularly while they are grounded within the wider health service. The 
suggestion of the use of terms to instead describe experiences enables me 
to picture this more readily. However, I am sure many would also be critical 
of this approach, and my own views are likely to be constantly evolving on 
this important issue as my knowledge and experience grow. This essay has 
bought to my awareness the importance of how language is used and this
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will shape how I use language both in my professional practice and in 
everyday life.
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INTRODUCTION
The expectation that clinical psychologists should be holding clinical 
leadership roles within mental health teams is one which has generated great 
interest and discussion amongst my fellow trainees since I began the course. 
As a result I have chosen to write this essay, as I am interested in the push 
for a greater leadership role and how this fits with current practice. I have 
chosen to approach this essay by first identifying where this expectation 
comes from and what the term ‘clinical leadership’ means. In considering 
what themes and approaches might inform our understanding of clinical 
leadership I then examined what approaches can be drawn on from other 
health care professionals and models of leadership. Finally, I considered 
whether a clinical leadership position has been demonstrated to be useful, 
and who it may be useful to.
Clinical Psychologists as Clinical Leaders
The suggestion that clinical psychologists should be taking a clinical 
leadership role appears to have developed from the ‘New Ways of Working’ 
(NWW) programme. NWW advocated a cultural change in mental health 
services, whereby responsibility and leadership where not automatically seen 
as being held by the consultant psychiatrist but where leadership was 
distributed within the team, with individual staff members expertise and 
experience acknowledged and utilised (Care Services Improvement 
Partnership (CSIP), 2007). A document regarding the role of psychiatrists 
published in 2005 highlighted the challenges faced by psychiatry and 
identified different ways of working which could enable these to be faced 
(CSIP, 2005). This document recognised that psychiatrists had often been 
expected to take responsibility for leadership within teams, and while ways in 
which management and leadership skills could be better developed were 
outlined the fact that no one discipline was more able to hold such positions 
than others within teams was acknowledged (CSIP, 2005).
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In 2007, The British Psychological Society (BPS) published a number of 
reports on new ways of working for applied psychologists, including one 
focusing on the role of psychologists in organising, managing and leading 
psychological services (BPS, 2007). This highlighted how the NWW for 
psychiatrists programme had advocated a stronger clinical leadership role for 
psychologists, and identified three different leadership roles for applied 
psychologists; strategic leadership, professional leadership and clinical 
leadership. The grading of applied psychologists within agenda for change at 
a pay level equivalent to advanced practitioners from other disciplines also 
has implications for the role of clinical psychologists within mental health 
teams, as the expectation of staff at such pay bands is for a greater 
leadership role, and this expectation of leadership will exist much earlier in 
the career of a clinical psychologist than in the past (BPS, 2007).
What is ‘Clinical Leadership’?
The National Health Service (NHS) next stage review, led by Lord Darzi, 
identified the importance of clinical leadership, with frontline staff given the 
power to be able to take a lead in influencing change, and a review one year 
on from the publication of the review identified that steps were being taken to 
strengthen the opportunities for this (NSR Implementation Team, 2009). 
However, there appears to be a lack of agreement about what ‘clinical 
leadership’ means. The NWW programme acknowledged this lack of 
definition, and suggested that it is ‘About strategic vision and driving service 
improvement and effective team working to provide excellence in 
patient/client care.’ (CSIP, 2007, p.29). The BPS drew their understanding of 
clinical leadership from a definition grounded in the literature in the field of 
nursing (BPS, 2007). This states that ‘Clinical leadership is about facilitating 
evidence-based practice and improved patient outcomes through local care’ 
(Millward & Bryan, 2005, p. 15). Within the context of mental health services, 
the NWW for psychiatry document drew a distinction between clinical 
leadership and management, with clinical leadership focused on decisions 
relating to service provision for service users and carers whilst management
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was focused on the performance of the team and its members (CSIP, 2005). 
Within the nursing literature Cleary et al. (2005) also noted this distinction, 
stating that ‘whilst managers are sometimes leaders, a leader need not 
necessarily be in a management role’ (p.828), and identifying that managers 
focus on their team achieving the organisations goals whilst leaders act to 
influence the behaviours of others towards achieving the goals. Edmonstone 
(2009) defined clinical leadership as leadership by clinicians, who continue to 
hold a clinical role, of other clinicians, and identified that while some suggest 
that clinical leadership has always existed and is of great importance to the 
NHS others have criticised the notion of having many leaders and suggest 
clinical leadership does not exist. He concluded that clinical leadership is 
‘the elephant in the room’; an important but ignored element within the NHS 
(Edmonstone, 2009, p.301).
The NHS Clinical Leaders Network (CLN), established in 2006, aims to 
support clinicians to develop leadership skills, and has developed a 
competency framework outlining what these skills are. Thirteen different skills 
have been identified; having courage in ones convictions, resilience, being 
able to manage conflict, respecting diversity, demonstrating innovation, 
coaching and developing others, competence in interpersonal 
communication, leading in teams, championing change, seeking continuous 
improvement, driving for results, showing a customer focus and 
understanding organisational politics and dynamics (CLN, 2009). The Clinical 
Leadership network considered how these map on to the broader NHS 
Leadership Qualities Framework and identified some areas with strong 
matches, while some competencies were less strongly matched between the 
two frameworks (CLN, 2009). This suggests that clinical leadership is 
different from other forms of leadership taken on in the NHS, and therefore 
the identification of clinical leadership as one of three forms of leadership 
within applied psychology (BPS, 2007) seems to reflect the understanding of 
the broader NHS.
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THEMES AND APPROACHES TO CLINICAL LEADERSHIP
In searching for literature around the topic of clinical leadership, I was struck 
by the fact that the vast majority of articles I found in database searches of 
the topic were based in the nursing field. Therefore I will begin by considering 
the case of clinical leadership within nursing. I will then go on to outline two 
different leadership approaches highlighted by the BPS (BPS, 2007), and 
consider their application by clinical psychologists in mental health teams.
Nursing
Given the vast number of nurses working within the NHS, with nurses and 
midwives delivering 80 percent of healthcare (Millward & Bryan, 2005), and 
the fact that nurses work at the interface between the NHS and people who 
receive services, it may be unsurprising that nursing appears to have 
embraced the concept of clinical leadership. The nursing profession has 
responded strongly to the need for and importance of leadership (Large et al. 
2005) and clinical leadership training opportunities for nurses are offered 
through the Royal College of Nursing (RON) clinical leadership programme, 
various degree programmes and locally led initiatives (Edmonstone, 2009). 
Many of these programmes have been evaluated, providing evidence on the 
effectiveness of these methods to developing clinical leadership, and 
enabling consideration of whether this approach to clinical leadership 
development may be useful to clinical psychologists.
An evaluation into the RON Clinical Leadership Development programme, 
initially launched in 1995, found that the programme, which included the 
development of personal development plans, action learning, mentoring and 
networking, (Cunnigham & Kitson, 2000a), led to changes in leadership 
behaviour and there was some evidence suggesting patient care improved 
as a result (Cunnigham & Kitson, 2000b). This evaluation used a variety of 
methods to assess the outcomes strengthening the results, however only 32 
nurses participated and these were all in recognised leadership positions.
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with the vast majority as ward sisters. As a result it is unclear whether this 
approach would be readily transferable to clinical psychologists as a whole, 
where the position may not be recognised by others as one of leadership. A 
subsequent evaluation of the RCN Clinical Leadership programme found that 
clinical leaders became more confident, valued their roles more, and 
described a greater commitment to improving services and team 
effectiveness (Large et al. 2005). The programme aimed to enable leaders to 
become ‘agents of positive change and to demonstrate consistent leadership 
behaviours’ (Large et al. 2005, p.1), with the key areas in which it aimed for 
development identified as managing the self, having effective relationships 
within teams, a focus on patient care, networking and political awareness. 
However, although a larger number of participants were involved in the study, 
including service users, local programme facilitators and directors of nursing, 
the evaluation was again centred on only 16 clinical leaders, with other 
participants were used to gain an understanding of outcomes across a wider 
range of stakeholders. Within the mental health field, a leadership 
programme which involved working towards personal learning outcomes 
through the use of a self directed learning workbook was found to lead to 
increased scores on a questionnaire related to nurses self concepts with a 
leadership subscale (Cleary et al. 2005). This programme was open to all 
nursing staff, not just those in recognised leadership positions. However, this 
also had a very small number of participants.
The above evaluations suggest that a formal programme designed to 
promote clinical leadership development can be an effective approach to 
enabling clinicians to develop skills that enable them to take upon these 
roles. However all of the studies were limited through their small samples, 
and because of the differences between the roles of clinical psychologists 
and nurses it is difficult to know whether taking a similar approach would be 
an effective way of developing clinical leadership in clinical psychology.
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Reflections
In searching for papers on clinical leadership across several databases 
(Psychology Cross Search, CINAHL, and Medline), I was initially surprised to 
discover the vast majority of articles related to nursing. In reflecting on why I 
had this response, I identified that I had expected to find more articles 
relating to psychiatrists and other doctors. NWW identified that psychiatrists 
are often automatically assumed to be the profession within a mental health 
team who hold the leadership position (CSIP, 2005), and my own experience 
and discussion with others suggests to me that this remains to be the case in 
a majority of teams. However, it may be that because psychiatrists are more 
automatically viewed as leaders that as a profession they have spent less 
time thinking about leadership, how to be a clinical leader, and its impacts 
than other professions such as nursing. In contrast, nurses perhaps have to 
spend more time working on being seen as clinical leaders, so they have 
spent more time researching and writing about the subject. I was also 
surprised that I was unable to find articles relating to clinical leadership and 
other allied health professionals. However the first clinical leadership 
programme for allied health professionals was only launched in 2008 (City 
University London, 2008), whereas the RCN clinical leadership programme 
has been in existence for some time, so it may be that literature relating to 
allied health professionals will now begin to develop. I wondered where 
clinical psychologists stand in relation to this, having also found very few 
articles relating to psychologists, and am unclear whether like allied health 
professionals, clinical psychologists have come to clinical leadership only 
recently and therefore the literature is yet to develop, or, as psychiatrists, see 
themselves as clinical leaders more inherently so have not explored the area 
through research.
Leadership Models
In reading the evaluations of clinical leadership programmes within nursing I 
noticed that all mentioned transformational leadership and its relevance to 
clinical leadership. This approach was also mentioned in relation to clinical
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leadership and clinical psychology, alongside authentic leadership, and 
therefore in considering models or approaches I have chosen to focus 
specifically on these two rather than to consider more broadly other models 
of leadership that could inform psychology.
Transformational leadership
Transformational leadership emphasises how the leader interacts with and 
relates to others within the team. This approach emphasises the importance 
of respect, treating each person in a team as an individual, promoting 
innovation, being led by values and ethical principles and guiding by setting 
goals and providing a picture of the future (Large et al. 2005). 
Transformational leadership highlights the importance of interpersonal skills, 
and suggests that successful leadership relies on the ability to ‘motivate, 
inspire, stimulate, and facilitate others' (BPS, 2007, p.26). It has been 
distinguished from transactional leadership, which is more authoritarian and 
focused on the achievement of goals (Large et al. 2005). Transformational 
leadership is the approach that is advocated within nursing; many of the 
training programmes are based upon this approach (Millward & Bryan, 2005), 
and it has been identified as the approach adopted by effective clinical 
leaders in nursing (Cook & Leathard, 2004). Research has led to the 
beginnings of evidence that transformational leadership leads to improved 
performance, and this has been shown to be particularly the case in 
healthcare (BPS, 2007). It has been suggested that transformational 
leadership increases the likelihood of a flexible workplace and that 
transformational leaders acknowledge the need to continuously challenge 
existing practice, encouraging and managing change processes and enabling 
others to also embrace change (Large et al. 2005). The NHS can be seen as 
an organisation that is constantly changing and evolving in order to improve 
patient care and to embrace changing political and also locally driven 
priorities and agendas. Therefore I can see why such an approach to 
leadership may be well suited to and beneficial for the NHS, and to clinical 
psychologists taking on clinical leadership roles in mental health teams.
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A survey of allied health professionals in Scotland found that those who had 
been given leadership training scored more highly on a measure of 
transformational leadership, indicating they displayed leadership behaviours 
more frequently, and that those staff in more senior positions also scored 
more highly on transformational leadership (Wylie & Gallagher, 2009). This 
suggest such an approach to leadership can be developed through training. 
Therefore if clinical psychologists are to embrace the transformational 
leadership approach consideration of how this can be incorporated into the 
training of clinical psychologists is likely to be necessary.
Despite the fact that transformational leadership has been demonstrated by 
some to be successful, others have criticised the approach. In considering 
transformational leadership in the context of another public sector provision, 
education, Currie and Lockett (2007) identified the difficulties in utilising 
transformational leadership when targets and initiatives are established by 
central government, and suggested that leadership in the public sector is in 
fact about implementing the policies of others. In addition, Millward and 
Bryan (2005) argue that although transformational leadership skills are 
necessary for effective clinical leadership, they are not in themselves 
sufficient, and that instead a clinical leadership role should be viewed as ‘one 
of managing relationships’ (p.29). This relationship management occurs on 
several levels, from between the members of a team to between the team 
and the wider organisation.
Transformational leadership is one approach which can inform the 
understanding of a clinical leadership position. It is an approach which has 
been identified as relevant to healthcare and has been drawn upon in the 
development of clinical leadership by other health professions. The emphasis 
placed on interpersonal skills and flexibility amongst other skills map well 
onto the skills which, from my experience, seem to be valued in clinical 
psychologists by other members of mental health teams. Therefore this 
suggests that this is a model that may be able to usefully inform clinical 
psychologists, and in which they could be trained in a manner similar to that
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used with other health professionals whilst their existing skills are utilised. As 
has been identified by others, the capacity to demonstrate a transformational 
approach may be somewhat limited by the top-down influence of policy 
makers, however to me this criticism does not render transformational 
leadership impossible. Rather the requirement to constantly evolve services 
to meet the targets set by policy makers requires flexibility and the ability to 
embrace change, which are characteristics associated with this model of 
leadership. Additionally, the experiences I have had of mental health services 
have demonstrated to me that initiatives can be implemented in vastly 
different ways within different areas, and therefore within enacting policies 
there is still a need for those leading change at a local level to be able to 
work with team members and within the wider context of a service to ensure 
that the implementation is such that it best meets the needs of those 
accessing services. However, as identified by Millward and Bryan (2005) it 
may be necessary to go beyond those skills usually associated with 
transformational leadership when working within a health context, and the 
additional focus on relationships fits well with the knowledge and training 
clinical psychologists already have.
Authentic leadership
The BPS (2007) described authentic leadership as involving 'introspection 
and heightened self awareness’ (p.26), and identify that according to this 
model of leadership an effective leader is somebody who is able to use their 
own qualities rather than attempting to adopt different qualities they view as 
associated with good leadership. Definitions of authentic leaders focus on the 
awareness the person has of themselves and of the context they exist within 
as well as how they are seen by others (e.g. Avolio & Gardner, 2005). 
Importantly, in order to be an effective leader a person needs not only to 
have awareness of their own qualities and values but others need to be able 
to recognize that these exist in the person (BPS, 2007). Authentic leaders 
are not assuming a given leadership role because of the expectation that 
they should do so, but are behaving in accordance with their own beliefs and 
values, their leadership is values led and not aimed at gaining greater status
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(Shamir & Eiiam, 2005). It has been suggested that four elements underlie 
authentic leadership; awareness of the self, balanced processing of 
information, behaviour that is authentic and relational transparency 
(Gardener et ai as cited in Wong & Cummings, 2009). The context appears 
to be particularly important to the concept of authentic leadership, as if an 
individual’s own values and beliefs are at a mismatch with those of their 
organisation it follows that they cannot lead in an ‘authentic’ manner. This 
was shown to be the case by Shirey (2009), who found that amongst a group 
of nurse leaders in America those who worked in positive organisational 
contexts showed more authentic leadership and more healthy workplaces, 
whilst those in negative contexts identified more barriers to engaging in 
authentic leadership. Therefore this is a potential challenge to this approach 
to leadership in the context of clinical leadership in mental health services, 
where the organisational context may not be supportive of authentic 
leadership as services are constrained by higher management.
Shamir and Eilam (2005) suggest four components are involved in becoming 
an authentic leader; the self as a leader becoming part of a persons’ self 
identity, developing greater awareness of the self, including ones values, 
developing goals which are in line with this self, and showing an increase in 
the consistency between behaviours and values. This suggests a highly 
reflective process focussed on increased self awareness, and is clearly very 
different to the taught approach of transformational leadership, in which the 
development of particular attributes is the focus. It has been suggested that 
authentic leaders can enhance the motivation and commitment to 
improvement in those following their leadership (Wong & Cummings, 2009), 
making this a potentially useful approach to clinical leadership.
Although authentic leadership is mentioned by the BPS (2007) in relation to 
clinical leadership in clinical psychology, I was unable to find many articles in 
relation to both authentic leadership and clinical leadership in the literature I 
accessed. I was curious as to why this was the case, as the concept of 
authentic leadership, with leaders being themselves and working from their
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own values base and strengths and weaknesses, appeared to me to fit well 
with the concept of the clinical leader as someone leading from the front to 
improve care. I wondered if this is because authentic leadership seems to be 
a difficult concept to define and to develop in staff, it is more complex than 
sending staff on brief leadership training courses, and therefore is perhaps 
less suited to the needs of nursing. An advantage of this model of leadership 
is that it is less prescriptive and allows people to be who they are, as it does 
not prescribe certain leadership behaviours as other approaches do (Shamir 
& Eilam, 2005). The reflective nature of this approach and the focus on self 
awareness also seems to me to fit with the current emphasis on reflective 
practice within clinical psychology. However, I am unclear how this notion of 
leadership can fit with the idea that all clinical psychologists are being told to 
be clinical leaders, as authentic leadership to me suggests something that 
comes from the individual and is possible through their awareness of and 
synchronicity with their context, rather than being enforced and expected. 
Additionally, as mentioned previously, within mental health services clinical 
psychologists are constrained somewhat by the targets set for them which 
may not always fit with their own values. Therefore clinical psychologists may 
not always be able to lead in an authentic manner, as they may be required 
to lead service developments other than those that they truly believe in. 
Therefore although authentic leadership may be a useful approach in 
informing our understanding of clinical leadership, there are several 
obstacles to the use of such an approach in practice.
IS CLINICAL LEADERSHIP USEFUL?
In considering the role of clinical psychologists as clinical leaders it is 
important to consider whether this is a useful concept, and if so who it is 
useful to. In order to consider this I again looked to the evidence from 
nursing, given that the nursing profession appears to have embraced the 
clinical leadership agenda and has generated a large amount of research 
surrounding it.
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An evaluation of the RCN clinical leadership programme found that the 
nurses involved showed a greater commitment to improving care for service 
users following the training programme, suggesting that clinical leadership is 
useful for service users (Large et al. 2005). However, this evaluation 
provided no direct measure of improvements in service user care, action 
plans written by the nurses were analysed and the intention to improve 
services noted, and although patients were asked about their satisfaction 
with their treatment their ratings could not be directly related to the 
development of clinical leadership by one particular nurse in the team (Large 
et al. 2005). Dierckx DeCasterle et al. (2008) also suggested that clinical 
leadership development through a training programme led to improvements 
in care, particularly in terms of collaboration between disciplines, 
communication tailored to the individual and the continuity of the care 
received. However, this study involved only one hospital and no service 
users were asked directly about their views, perspectives on improvements in 
patient care came from other health professionals. Siriwardena (2006) 
provided a case example of how clinical leadership in one ambulance trust 
led to measurable improvements in care, giving as an example improved 
rates of successfully acquiring particular physiological tests. However again 
this relates only to one trust, and there is no evidence to suggest that the 
service users themselves perceived this improvement in care. Clinical 
leadership appears to be focussed on improvements in services provided, 
and therefore a clinical leadership position would be anticipated to be useful 
to service users and carers. However, it seems that further, more substantial 
evidence may be needed to demonstrate that this is in fact the case.
Clinical leadership would also be expected to hold benefits for other team 
members, and there is some evidence of this in the literature. The RCN 
clinical leadership programme evaluation found that improvements in team 
effectiveness were reported by both the clinical leaders and their colleagues 
when interviewed, with the leaders stating that they valued their colleagues 
more, involved and shared knowledge with them more and tried to give them 
greater autonomy while the colleagues reported viewing the clinical leader as
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a role model (Large et al. 2005). Similarly Dierckx DeCasterle et al. (2008) 
found that following the clinical leadership development programme 
communication amongst the team was felt to be more effective, autonomy 
was increased and opportunities for nurses to develop also increased. In a 
study focussed on clinical leadership and mental health nurses, most of the 
nurses who underwent training reported that they had shared the knowledge 
they had gained through the programme in their team (Cleary et al. 2005). 
These studies, and others, suggest that there are benefits to colleagues of a 
person adopting a clinical leadership position. However, these studies still 
only include small numbers of participants and again all relate to nursing, and 
therefore the applicability of the benefits shown to broader settings and to 
clinical psychology may be limited.
Finally, several studies suggest that adopting a clinical leadership position 
has benefits for the individual. It has been suggested that becoming a clinical 
leader can result in the individual developing a greater ability to influence the 
work environment and to develop others, thus building self confidence 
(Cleary et al. 2005). Following leadership development programmes Dierckx 
DeCasterle et al. (2008) found that the nurses showed greater self 
awareness, improved communication skills and their performance was 
improved, while Large et al. (2005) reported that the nurses came to see 
greater value in their roles.
It seems to be a sensible assumption that adopting a clinical leadership 
position would have benefits for the individual, their colleagues, and for 
service users and carers. It could be assumed that such a role would provide 
the individual with a sense of greater achievement and would reduce the 
frustration I have often seen amongst those working on the frontline who feel 
they are being steered by people unaware of the realities of their work. It 
would also seem sensible to assume that colleagues would therefore also 
value being lead by other frontline workers. As the staff at the interface 
between the health service and the general population, I would anticipate that 
clinical leaders would have a greater understanding of what service users
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and carers are asking for from a service and therefore would be able to act to 
improve services in this way, leading to benefits for service users and carers. 
However, although all of this seems to be common sense, and there is some 
evidence to support this, it is important to remain aware of the possible down 
sides of clinical leadership. If all frontline workers are encouraged to adopt 
clinical leadership roles, and people are not specifically identified as leaders 
and followers, then this may lead to confusion over who is leading services 
for staff and service users alike. Also, if somebody adopting a clinical 
leadership position holds different values and works to a different agenda 
than a person in a recognised management position this may lead to 
numerous difficulties within a team and within a service.
CONCLUSION: CLINICAL LEADERSHIP AND CLINICAL PSYCHOLOGY
As clinical leadership is pushed to the forefront in the NHS and the 
assumption is that clinical psychologists adopt clinical leadership positions, it 
is important that clinical psychology as a profession takes time to consider 
what this means and how this can be realised. In attempting to do so in this 
essay I have chosen to consider clinical leadership in the context of other 
professions, and discovered that the research in this area relates primarily to 
nursing. Clearly we can learn from the experience of nurses and can draw 
upon their methods of developing clinical leadership to consider how best to 
approach this within psychology. A similarity between nursing and clinical 
psychology is that both professions usually work in teams where doctors 
assume, or are assumed by others to hold, leadership over the team. 
However it is important not to forget the differences between psychology and 
nursing; nurses are primarily trained through an undergraduate degree 
programme, whilst clinical psychologists undertake both an undergraduate 
degree programme and further doctoral level training, and nurses are not all 
expected to take on leadership and only take on such roles later in their 
career, whereas clinical psychologists finish training on a higher banding and 
are expected to be clinical leaders immediately.
Professional Issues Essay
42
In this essay I also considered two leadership models, both of which were 
mentioned by the BPS (2007). Clearly a limitation of my approach was in 
failing to consider other theories of leadership and in predominantly focussing 
on research within the healthcare context, however given the vastness of the 
literature around leadership and the limitations of this essay I feel that this 
approach was necessary. Considering transformational and authentic 
leadership raised a question for me which may need to be considered by the 
profession over how a person develops leadership and whether there are 
skills that can be taught or whether it is more important to focus training on 
the development of self awareness. However, regardless of which model is 
utilised, following my consideration of the literature I felt strongly that clinical 
psychology does need to begin to address the need for training focussed on 
leadership skills, in my literature searching I did come across one training 
programme in clinical leadership and management for clinical psychologists 
(Kiemie & Golding, 2008). However this programme was for consultant 
psychologists, and if clinical psychologists are expected to hold clinical 
leadership roles from qualification clearly training is needed earlier and on a 
much wider scale. Although Llewelyn and Cuthbertson (2009) suggest that 
clinical leadership, in terms of striving to improve frontline services, is 
something clinical psychologists do routinely in teams, I feel that it should not 
just be assumed that clinical psychologists have the skills and awareness 
necessary to do this, and training should provide clinical psychologists with a 
greater understanding of what clinical leadership is and support them to 
consider for themselves ways in which they can be clinical leaders.
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ORIGINAL PROBLEM
The Problem Based Learning (PBL) exercise was first introduced on the 
second day of the induction period at the beginning of training. I felt anxious 
at the idea of the exercise, feeling unclear about what was involved, and 
about the given title of The relationship to change’ which felt very vague. The 
PBL process was also a new concept at a time when I was still trying to get 
my head around being a trainee and being a part of a relatively large group of 
trainees, and knowing a presentation of some kind must be made only weeks 
later added to a general sense of feeling oven/vhelmed.
THE GROUP PROCESS
We first met as a group following the introduction to the task. On first meeting 
we all spoke about our thoughts on change and what this meant. I found this 
challenging as I did not feel I had a clear understanding of what was being 
asked of us in this task. I also felt anxious about how I may come across in 
this new group of people, and concerned that I wanted to be received 
positively by others in the group as I knew this was a group I would be with 
throughout the three years of training. Because of this I found initially meeting 
as a group challenging and found it difficult to overcome my worries to 
contribute to the discussions.
Over the next few sessions the group began to work together to think about 
the concept of change in relation to the therapeutic relationship, in light of the 
fact that the presentations were to take place on the final day at university 
prior to everyone starting their first placement. This process was difficult in a 
group of eight people with different ways of understanding and framing 
information, and it seemed hard to find a balance whereby everybodys’ 
needs could be met. We also later recognised that during this period we 
struggled as a group to balance the need to produce a presentation that 
could be useful to the other trainees with the process of undertaking this task 
and valuing this experience as a group. Within the group people seemed to
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differ in terms of what their needs were in managing this conflict between 
process and outcome. Theses tensions were clear in the early sessions as 
we all struggled with our own frustrations and anxieties in order to work 
together effectively.
One of the other groups presentation described Tuckmans (1965) theory of 
group development, and this enabled me to see that actually our group 
process and our difficulties at this early stage seemed to be typical of the 
stages that this model proposes groups go through as they form. Tuckman 
proposed a developmental model with groups going through four stages, 
forming, storming, norming, performing (Tuckman, 1965). A final stage of 
adjourning was later added to the model (Tuckman and Jensen, 1977). The 
first developmental stage proposed by Tuckman of forming is characterised 
by the group orientating themselves to the task and going through a process 
of testing the boundaries (Tuckman, 1965). At this time the group is finding 
out about and trying to understand the task and group members are 
beginning to get to know one another through sharing information about 
themselves (Hall, 2007). The second phase of storming is characterised by 
conflict and polarization around issues (Tuckman, 1965), with members of 
the group attempting to find roles and responsibilities for themselves and 
responding emotionally to the demands of the task (Hall, 2007). In the initial 
session, everyone within the group appeared quite reserved and nobody 
dominated, and a lack of certainty around the expectations of us in the task 
existed. This could be seen as the forming stage. During subsequent 
sessions I quickly came to realise that there were a number of large 
characters within the group, all of whom were trying to get their views heard 
and their needs met. The impact that this stage had on me individually was 
that I found myself stepping back from the group, feeling that there were too 
many of us for us all to be heard in this format and that someone needed to 
take a back seat so taking this position myself. At this time the group seemed 
to be in the storming stage.
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I have since reflected upon why I chose to do this rather than working harder 
to find a clearer role for me within the group and to get my views across, and 
wonder if this was a result of my general sense of feeling overwhelmed at 
this time. I also feel that as one of the younger trainees I was particularly 
aware during the induction period of this and the fact others were likely to be 
more experienced than me and therefore thought that my input may be less 
valuable. Additionally this type of group member behaviour is perhaps to be 
expected during this phase of group development. However, taking this 
position led me to feel that I was not contributing as much as I would have 
wished to the PBL process, and caused me to have a sense of frustration 
about the process at this stage.
in reflecting on my feelings of frustration at this time which were related to not 
feeling heard in a group setting where others were perhaps more confident in 
stepping forward, I have wondered how this may relate to the experiences of 
others in group settings in practice. Whether it may be staff teams, or service 
users or carers in therapeutic or support groups, I have thought about how 
there may be many times when individuals are feeling similar frustrations at 
not being heard. This may be particularly so when group facilitators or group 
managers are unable to facilitate the opportunities for them to do so by 
managing a balance between the contribution of more dominant personalities 
and creating spaces for more reserved individuals to feel comfortable in 
speaking up. As Clinical Psychologists often take on roles in running 
therapeutic groups and are expected to be increasingly involved in leadership 
I feel this is something I need to be aware of. Therefore this is an area I hope 
to develop skills in through opportunities to be involved in running groups or 
working with colleagues throughout training.
After a few sessions we began to focus on the initial meeting between a 
therapist and a client and on the conditions which may be necessary within 
this relationship to facilitate change. We focused on two theories relating to 
this; Bordin's (1994) theoretical model of alliance and Chadwick’s (2006) 
work on radical collaboration. We also looked at research into what service
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users value and the impact of therapist anxiety. This focus was felt to 
particularly useful at this time both to ourselves and the wider group of 
trainees, due to its relevance to clinical practice and the fact we would all 
begin our first clinical placement days after the presentation. Within the group 
a number of people were keen to include a more creative element in the 
presentation, and therefore a role play of the initial session was developed to 
fill half of the allocated time, with the presentation of the theoretical material 
to fill the remaining time. To achieve this the group split into two parts, with 
four people working on the role play and four on a Powerpoint presentation. 
This enabled the group to work more effectively and allowed people to work 
with their strengths, and individually I found this to be a far more comfortable 
way of working as I felt our roles were more defined. At this stage the group 
began to feel to me more supportive of one another; when each half of the 
group fed back to the other this felt helpful and feedback was constructive. 
The group could be seen as being in the norming phase at this point, during 
which a feeling of group cohesiveness develops and new roles are adopted 
(Tuckman, 1965). At this time the group may have found ways of working 
together which are agreed upon and enable opinions to be shared openly 
(Hall, 2007).
THE PRESENTATION
On the day of the presentation I felt anxious about presenting in front of the 
other trainees. I worried about whether we had approached the task in the 
right way, whether we had the right balance between the role play and the 
slide presentation, and whether our presentation would be felt to be useful to 
the other trainees. I also felt a sense of happiness that this task would be 
over, marking the completion of a first task as a trainee, and also marking the 
end of the induction period and the move into placement.
The presentation itself appeared to be well received by the other trainees and 
the course team, and when the presentation was over I felt relieved, and 
pleased with what we had achieved together as a team. During the
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presentation I felt we came together as a group, achieving the performing 
stage, which is characterised by roles becoming increasingly functional and 
the group channelling their energy into the task (Tuckman, 1965).
THE IMPACT OF THE PBL EXERCISE
Reflecting back on the first few months of placement, I feel that the PBL 
exercise was useful not only in the content, which encouraged me to think in 
a broader way about the first meeting with a client and how I approached 
this, but also in encouraging me to think about how I am in groups or teams. 
The theories of Bord in (2001) and Chadwick (1994) which we looked at 
during the PBL exercise made me think about how my own anxieties on 
meeting a client for the first time may negatively impact on the therapeutic 
relationship, and also on how the need within services to use standard 
assessment forms may also be detrimental. I feel that this issue is one I will 
continue to grapple with, particularly in terms of balancing the needs of the 
service in terms of what information is needed with the need to develop a 
relationship between the practitioner and client. In terms of working in a 
team, I have been surprised by the backseat role I took as a trainee at the 
University, which in my perception contrasts with the role I held within the 
team I worked in prior to training. I feel many factors contributed to this, and 
one factor was that I took on this role in the group at a time when I did not 
feel particularly comfortable or confident in my wider role. I have noticed that 
as my confidence is beginning to grow I am becoming more and more 
comfortable about my role within teams on placement. I am interested to see 
how this will evolve and wonder if the positions I take in teams or groups both 
for specific tasks and more generally will continue to change as my 
knowledge and experience develop as I continue through training.
Looking back and reflecting on the PBL exercise has enabled me to see how 
our experience of coming together as a group for this task and some of the 
challenges we experienced, and I individually experienced, in fact reflect the 
normal developmental stages groups go through as proposed by Tuckman
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(1965). As we are continuing together as a group throughout training we 
have not yet experienced together the final stage of the process later added 
to the model by Tuckman and Jensen (1977), named adjourning. This refers 
to the time when the group is ending. I am curious to see how the group 
continues to grow and work together over the next couple of years without 
the focus of a specific task to be achieved, and wonder how this will be 
influenced by our experiences of working together in the initial PBL exercise.
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ORIGINAL PROBLEM
The Problem Based Learning (PBL) exercise was introduced at the beginning 
of the second year of training, and was focussed upon the Improving Access 
to Psychological Therapies (lAPT) programme. The problem was “How do 
we know if lAPT is working?" and our task to prepare a consultancy report on 
how the effectiveness of lAPT can be assessed. For this exercise we were 
told we would be working in a group of four second and four third year 
trainees, and that we would need to arrange to meet during the study time 
available in the timetable to complete the exercise and prepare something to 
present seven weeks later.
For this account I have initially spent some time thinking about the group 
process, then considered my own role within the group, before considering 
the implications for my personal and professional development.
THE GROUP PROCESS
The experience of being in a group of second and third years greatly 
appealed to me initially. I felt this would be a valuable opportunity to draw 
from the experiences of the third years and a chance to spend time with 
people at a later stage of training than myself. However following a brief initial 
meeting on the first day I wondered how we would come to work together as 
a group and whether the third years would feel they should take the lead in 
steering the group, perhaps at the expense of working collaboratively with the 
second years. This anxiety came from some initial comments such as “last 
year we ...” and the suggestion we should follow the same course. When I 
look back now I realise that perhaps this was a result of my own position in 
relation to the topic. I have previously worked in a service which was working 
towards becoming an lAPT service, and within the initial meeting and from 
previous discussions within my cohort was aware of a level of scepticism and 
negative feelings towards lAPT. I felt I had a different view to offer from my 
personal experience prior to training and therefore was anxious to ensure
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that this was heard, even though I was in a position of having less trainee 
experience.
As the group began to meet the third years continued to make suggestions 
based upon their previous experience of the PBL exercise the previous year, 
however rather than this feeling restrictive I found this useful in helping us to 
move forward with the task. One suggestion from the third years was to split 
the group in two to produce scripts for the final presentation, which was to be 
a role play about introducing lAPT to a service, with the second years writing 
half and the third years the other half. To me this ensured the contributions of 
both year groups were equal and equally valued.
However, this and other factors contributed to a sense that the group was not 
a coherent whole. Because of a number of factors the entire group were 
never able to meet together until the day of the presentation, with each 
meeting missing several group members, and then the two year groups 
meeting separately. Although this was necessitated by the practicalities of 
arranging meetings, the impact of this for me was that the group did not feel 
like a group in the same sense as the group had in the PBL task in the 
previous year. The previous PBL task was a starting point for a group that 
would stay together for the entire three years of training, and therefore when 
reflecting upon that task I found it much easier to consider the process in 
terms of Tuckman’s model of group development (Tuckman, 1965). When 
considering this PBL exercise I found this much harder; this group came 
together only for a short period of time focussing on a specific task, and did 
not come together as a whole other than on one day, then disbanded. Also, 
the constantly changing membership of group meetings led to the meetings 
feeling less comfortable than previously. In reflecting upon why this was the 
case, I identified that the meetings felt less stable and predictable as group 
members had not adopted clear roles within the group and the differing 
membership resulted in a different feel and structure to different meetings. 
The benefits of stable group membership have been identified, with the 
stability enabling the group to have more awareness of one another and to
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therefore co-ordinate better together (e.g. Nemeth & Ormiston, 2007). 
However, changing membership has been related to greater creativity within 
groups (Nemeth & Ormiston, 2007). Therefore it may be that although the 
lack of a constant group membership in meetings felt less comfortable, this 
may have helped the group to be more creative and to not become tied to an 
idea too early in the PBL process.
MY ROLE IN THE GROUP
When the group began to meet, I quickly became aware that the view I held 
of the lAPT programme seemed to be a minority view within my group. I 
came to this task from the position of having worked in a primary care service 
which was working towards lAPT, and although I as others had reservations 
about some aspects of lAPT, I saw its value in that it had highlighted the 
importance of increasing the provision of services in primary care. With the 
experience I had of the disparity between access to services in different 
areas, and the significant waiting times some people were experiencing prior 
to being seen, I saw lAPT as a step towards overcoming some of these 
difficulties.
The introduction of the lAPT programme and its subsequent roll out 
(Department of Health, 2008) clearly has implications for Clinical 
Psychologists and those training to become Clinical Psychologists. The 
British Psychological Society working group focusing on New Ways of 
Working for Psychologists and lAPT identified that implementing lAPT "...will 
require psychologists to review their stance in relation to both their traditional 
assessment role and also the skill mix within the profession” (Turpin, 2007, 
p. 10). Additionally the lAPT programme introduces into the mental health 
workforce two new groups of staff with new forms of training (Department of 
Health, 2008). Therefore lAPT may feel threatening to some trainees, who do 
not see their futures as working within such a framework, while others may 
feel that they are now having to consider whether they could see themselves
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working in the lAPT framework and may as a result have to undertake further 
training post qualification.
The implication of this for me within the PBL task was that I found that often I 
was the person offering a different perspective on lAPT, particularly when I 
felt that the discussions were becoming solely focused on the aspects of 
lAPT which people felt were negative. This did not always feel an entirely 
comfortable position to adopt, and during the task I wondered why this was 
the case. I identified that this was a very different position to that I took during 
the task last year, when I took more of a back seat, and also that asserting 
my view to a group which included more experienced trainees was a 
challenge for me. However, the value of somebody providing or dissenting 
within in group has been acknowledged (Nemeth & Ormiston, 2007), and 
‘constructive controversy’, or openly discussing different points of view, is 
seen as more helpful to teams than avoiding conflict (Onyett, 2007). On 
reflection, I think it was useful to our group not to become too overly focussed 
on criticising the lAPT programme, but to consider an alternative view, and to 
then refocus on the task in hand and on discussing the measurement of 
outcomes specifically. Over time I think the group as a whole were able to 
hold a critical but informed and balanced view of lAPT.
I also found that it was useful for me to take time during the task to consider 
my own views, to think about the views others were presenting and to 
assimilate this, therefore enabling me to also ensure my attitudes towards 
lAPT remained balanced. I found this was important, because although at the 
start of the task I was aware of my own position and my own reservations 
about the lAPT programme, the more the group took a strong stance against 
lAPT the more I felt drawn to a position of defending I APT, at times more 
strongly than my own views supported. Taking the time away from the 
meetings to reflect upon this helped me to move past this and to ensure that 
my contributions to discussions were open and balanced rather than 
defensive.
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THE IMPACT OF THE PBL EXERCISE
In considering the implications of the PBL exercise on myself personally and 
professionally, I feel the task was useful in many ways. Although I had 
previous knowledge of lAPT, I feel it was useful to spend time thinking 
critically about the programme and specifically considering the measurement 
of outcomes. Our approach to the task was to consider what different 
stakeholders may wish to measure and may want in terms of outcomes, and I 
feel considering this in the context of lAPT will be useful to me later in my 
career. At times when I may be involved in service development or service 
evaluation it will be important for me to remember to consider these differing 
views.
The experience of completing a task in a group which formed solely for the 
purpose of the task was also a valuable experience which can inform my 
practice. There may be occasions where as a Clinical Psychologist I will be 
part of a working party around a particular task, and these groups may also 
consist of people who come together only for this task then disband. My 
experience in the context of this PBL exercise and how we managed to 
achieve the desired outcome despite my feeling that we were never really 
established as a group will be useful to draw upon in this case. Also, within 
the PBL exercise the third year trainees were all from the same Personal and 
Professional Learning Discussion Group, whilst the second years were drawn 
from three different groups. This initially felt uncomfortable, as the third year 
trainees knew each other well and had experienced working together on two 
previous PBL tasks, whilst the second years did not have as established prior 
relationships. However as the task progressed I came to view this as a 
positive, as it offered an opportunity to get to know a different group of 
trainees a little better. The nature of working parties may be such that some 
people do know each other whilst others do not, so again this experience will 
be useful in informing my expectations of such situations.
Problem Based Learning Reflective Account Two
60
Personally and for my professional future working in teams, the experience of 
holding a different perspective to the majority of a group and finding ways to 
effectively communicate this and ensure the view is represented is 
particularly valuable. In some teams, psychologists may be called upon to 
offer a different perspective, particularly in teams that primarily take a 
medicalised view. Developing confidence in being able to hold a dissenting 
view has been particularly valuable to me and is something I can draw from 
both in teams I am based in on placements and in future. This was also a 
valuable experience of drawing upon my personal experiences from prior to 
training, and gave me a practical example of ways in which prior knowledge 
informs the way we position ourselves in relation to a topic.
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The Personal and Professional Learning Discussion Groups (PPLDGs) were 
introduced during the first week of training, and following an initial group 
exercise met throughout the year on a fortnightly basis.
In reflecting upon my role within the group, I identified that I took a less 
prominent role than others. In understanding the role I had I considered 
Belbin’s team-role theory (Belbin, 2004), and identified that I have taken the 
‘teamworker’ role, which had advantages in giving me the chance to listen 
and reflect on others contributions and in ensuring the group consisted of a 
range of roles, but a disadvantage was that I feel I contributed less to the 
learning of others and sometimes felt frustrated.
In considering the group process using Tuckman’s model of group 
development (Tuckman, 1965), our group did not appear to experience high 
levels of conflict and appeared to quickly move to the ‘norming’ stage. 
However whether the group progressed into the subsequent ‘performing’ 
stage was less clear, calling me to wonder whether the group process is as 
linear as suggested by Tuckman (1965).
My experiences of myself within the PPLDG and the group process led me to 
consider the role I take within teams in practice, and I have identified that this 
varies depending on the team and others within the team. I have also found 
the PPLDG to be a useful arena for discussing issues which are pertinent to 
the future of clinical psychology and to my future career, particularly around 
leadership.
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In reflecting upon the Personal and Professional Learning Discussion Group 
(PPLDG), I considered the way the group had evolved in the second year of 
training, my contribution to the group, and the implications of experiences 
within the PPLDG for practice.
In considering changes in the group, I looked at the influence of different 
leadership styles, drawing from the literature on transactional and 
transformational approaches to leadership. I considered differences in how 
the group ran across the two years, and whether the different styles suited 
the group at different stages of training. I also and identified that the group 
now seems to be in the performing stage of Tuckman’s model (1965).
In reflecting upon my role, I identified that I felt I had been more open with the 
group this year, considering sharing my cultural genogram as an example of 
this. I also wondered about the fact that I do not know how others in the 
group actually see my role, and considered how this reflect multidisciplinary 
teams in practice, where the contributions of different members are not 
usually discussed openly.
In terms of implications for practice, I considered parallels between my role in 
the group and in teams on placement. I also considered links between the 
papers we discussed in the reading seminars and practice, and the value of 
having opportunities for reflection and discussion and whether these 
opportunities will be available and valued in practice.
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Adult Mental Health
This placement was split between a Community Mental Health Team (CMHT) 
and a Community Drug and Alcohol Team (CDAT).
Clinical Work: In the CMHT I worked with clients between 21 and 65 years of 
age, including people experiencing anxiety, depression, panic attacks, 
anxiety symptoms in the context of borderline personality disorder, and 
obsessive compulsive disorder. I undertook two cognitive assessments and 
gained experience of using a range of standardised outcome measures. In 
the CDAT I worked with clients experiencing anxiety and depression in the 
context of also accessing a service around their drug or alcohol use.
Group work: I co-facilitated a cognitive behavioural therapy (CBT) based 
psycho-educational group on anxiety management within the CDAT, and a 
Wellness Recovery Action Planning Group within a CMHT.
Teaching and Presentation: I presented the results of my service related 
research project, on staff knowledge and training in working with dual 
diagnosis, to the Health and Social Care Governance Meeting and the 
CDAT.
Learning Disability
This placement was split between a specialist Positive Behaviour Support 
Team (PBST), for people with a learning disability whose behaviour is seen 
as challenging, and a Community Team for People with Learning Disabilities 
(CTPLD).
Clinical Work: Work with the PBST involved the use of positive behaviour 
support in assessing, formulating and offering interventions around behaviour 
seen as challenging. I undertook an in depth assessment around one 
individual, using indirect interviews with staff supporting the person and their 
family, standardised assessments and observation. I developed a multi- 
component intervention plan and began to deliver this. I also contributed to 
the assessment of other clients seen by the team. In the CTPLD, I completed 
three cognitive assessments. I also undertook individual work with a client 
around their ability to identify and understand emotions, and was a part of the 
reflecting team for the Family Therapy Service. Across the two teams most
Overview of clinical experiences
71
work with took place in residential settings. I also undertook some work in a 
day centre, while family therapy appointments were in an NHS clinic.
Teaching and presentation: I participated in the delivery of positive behaviour 
support training to staff. I presented the work I had carried out for my focal 
client to the PBST. I also delivered a presentation of the assessment to staff 
supporting my focal client and their family, and delivered to the staff training 
around positive behaviour support.
Older Adults
This placement was in an Older Adults Psychology Service, which delivered 
a service to two community mental health teams and three inpatient wards 
for both organic and mental health difficulties.
Clinical Work: I worked with clients experiencing depression and anxiety in 
the community and in the inpatient unit, predominantly using cognitive 
behavioural therapy. I undertook two cognitive assessments in relation to 
concerns about memory problems and possible dementia. I also carried out 
indirect work with staff in two nursing homes, in relation to difficulties they 
reported in coping with the behaviour of two clients, one with Korsakoff’s 
syndrome and the other in the context of dementia.
Group Work: I was involved in the delivery of three different groups; a 
cognitive behaviour therapy group for people experiencing anxiety or 
depression, an ongoing therapeutic group, and a ‘coping with forgetfulness’ 
psycho-educational group for people with a diagnosis of dementia.
Teaching and presentation: I delivered a presentation to the multidisciplinary 
inpatient and community teams about relapse prevention planning and its 
relevance and use with older adults.
Child Placement
At the time of submission I am on placement in a Tier 3 Child and Adolescent 
Mental Health Team.
Clinical Work: I have worked with children and their families where the young 
people have ranged from 6 to 17 years, and have been experiencing a range 
of difficulties including obsessive compulsive disorder, depression, eating
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disorders, anxiety and hearing voices. As well as working directly with 
individuals, I have worked indirectly with a parent around behavioural 
difficulties. I have been part of the family therapy team, where I have worked 
as part of the reflecting team and as the lead therapist. I have undertaken a 
cognitive assessment as part of an Autistic Spectrum Disorder assessment, 
and have used the Family Relations Test with one client.
Teaching and presentation: I am intending to present to the multidisciplinary 
team on a topic relevant to the team.
Specialist Placement
At the time of submission, I am on a specialist placement within a paediatric 
psychology service based at a large general hospital.
Ciinicai Work: I have worked with young people and their families with a 
range of difficulties in the context of a physical health problem and ranging 
from 1 to 17 years old. This has included direct and indirect work. I have also 
undertaken work as a part of a specialist sleep clinic service. I have 
completed assessments for the service, following which a large degree of 
liaison with other services has been required. I have conducted a cognitive 
assessment, and undertaken preparatory work and written up the 
assessment for another child assessed by an assistant psychologist. I have 
also gained experience of the role of clinical psychologists within a physical 
health setting, observing the work of supervisors in offering consultation to 
other staff within the hospital, and seeing clients both in inpatient and 
outpatient settings.
Group Work: I co-facilitated a psycho-educational ‘Coping Skills’ group 
workshop. The group was a one day CBT based group, offered to children 
and young people with a range of physical health problems who were 
experiencing stress or anxiety.
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A neuropsychological 
assessment of a lady referred 
for memory problems
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Jean Williams, a lady in her 60s, was referred for a neuropsychological 
assessment within a community mental health team. The reason for the 
referral was to determine whether Jean had a memory impairment, possibly 
resulting from electroconvulsive therapy (ECT) treatment. The difficulties 
described by Jean and others around her indicated a problem with episodic 
memory. The neuroanatomical areas believed to be involved in episodic 
memory have also been identified as areas which may be involved in 
memory problems reported by some people following ECT. To determine 
whether Jean did have a memory deficit the Wechsler Test of Adult Reading 
(WTAR), Wechsler Adult Intelligence Scale (WAIS) III and the Wechsler 
Memory Scale (WMS) III were used. Jean's Index scores on the WAIS-III 
were within the low average to average range and fell within the intervals 
predicted using the WTAR, with the exception of working memory. This was 
in the borderline range and significantly lower than predicted, and than her 
scores on the three other indexes. Jeans WMS-III results showed no 
memory impairment in the visual domain, and no clear deficit in the verbal 
domain. However because of large discrepancies between her scores on the 
subtests within this domain a deficit could not be ruled out. Jeans working 
memory score on the WMS-III was similar to the WAIS-III. Therefore Jean did 
not show clear evidence of an episodic memory problem but did show 
difficulties with working memory, possibly reflecting attentional difficulties 
which may have been related to an earlier cerebral vascular accident.
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Cognitive behavioural therapy 
with a woman in her early 
thirties presenting with 
depression and anxiety
Adult Mental Health Case Report Summary II 
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Susan Smith, a white British woman in her early thirties, was referred to the 
community mental health team psychology service to consider whether she 
may benefit from cognitive behavioural therapy (CBT). Susan described 
herself as experiencing anxiety and depression, and identified she had days 
where she felt unable to cope and was spending a lot of time worrying, often 
thinking about death. Susan attended one assessment session, seven 
intervention sessions and a follow up session. During the assessment and 
early sessions we developed a formulation of Susan's difficulties utilising a 
CBT framework, identifying her current problems, the role of her early 
experiences, particularly witnessing domestic violence, the beliefs she then 
developed around needing to be in control, the events that precipitated her 
current difficulties, the factors maintaining her difficulties and her protective 
factors. The early intervention sessions were psycho-educational and 
focussed on socialising Susan to the CBT model and helping her to 
understand her difficulties. Subsequent sessions focussed on building her 
coping strategies, and Susan particularly found helpful both mindfulness and 
becoming more aware of her thoughts and how helpful or unhelpful they 
could be. We reviewed Susan’s progress during the sixth session and agreed 
to two further sessions, one focussed on planning for the future and the other 
a review session six weeks later. Susan identified finding the intervention 
useful in moving towards her goals and a reduction in her scores on 
standardised measures of depression and anxiety as well as feedback from 
her care co-ordinator supported this.
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An extended assessment 
using positive behaviour 
support for a woman in her 
fifties with a severe learning 
disability, for behaviour that 
those supporting her found 
challenging
Learning Disabilities Case Report Summary 
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Mrs Anne Jones, a white British woman in her fifties diagnosed with a severe 
learning disability, microcephaly and autistic spectrum disorder (ASD), was 
referred to the learning disability service for support with behaviours the staff 
working with her found difficult. The identified behaviours were screaming, 
stripping, upending furniture, throwing objects and crying. An initial 
assessment was carried out by the specialist service for people referred for 
challenging behaviour. This identified that she met the criteria for the service 
and therefore an extended assessment was carried out. The assessment 
was informed by a positive behaviour support approach, as recommended in 
the guidelines for working with challenging behaviour (Royal College of 
Psychiatrists et al. 2007). The assessment included collecting information in 
a number of different ways including interviews with those who knew Anne 
well, observations, several different questionnaire measures and reviewing 
case notes. Because of Anne's limited communication it was not possible to 
gain her views. An extended formulation was developed which included 
information about the behaviours and their function, individual factors and 
environmental factors that may be relevant to the difficult behaviours, 
protective factors and historical factors. On the basis of this formulation a 
multi-element intervention plan was developed. This included proactive 
elements such as strategies aimed at enhancing the environment and the 
development of skills, and reactive strategies through the collaborative 
development of a behaviour support plan.
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Mrs Katherine Gordon, a white British woman aged in her 70’s, was referred 
to the psychology team within an older peoples community mental health 
team. She was referred by an inpatient consultant psychiatrist whilst 
admitted to an inpatient unit, however by the time of her assessment she had 
returned to her home. Mrs Gordon described how she felt she had become 
depressed following a physical health scare, and said that after she had an 
operation in relation to this she had lost many of the activities she had been 
engaged in previously. She reported that her main concern was a lack of 
meaningful activity in her life. The referrer also described Mrs Gordon as 
experiencing depression and suggested that an intervention based on 
increasing her activity levels may be beneficial.
Mrs Gordon attended one assessment session. She reported that she was 
not very optimistic that psychological input could be helpful to her, but that 
she was willing to try a short number of sessions to see how this progressed. 
Mrs Gordon identified her goal as increasing activity, therefore we agreed to 
an initial six sessions of cognitive behavioural therapy. These sessions 
began by focusing on socialisation to the CBT model and behavioural 
activation strategies. Mrs Gordon described having difficulty meeting the 
behavioural goals she set herself and therefore strategies from motivational 
interviewing were also used within sessions to aid in understanding these 
difficulties. We also considered Mrs Gordon's beliefs about her ability to 
change and the impact of these.
Mrs Gordon attended all six sessions, at which point we reviewed the 
sessions together. We discussed her expectations of therapy, her 
experience, and progress and difficulties encountered. Mrs Gordon identified 
that she felt she had reached a point where she needed to have time to 
consider what she wanted for her future and that she needed to take 
responsibility for change herself. Therefore she felt that she should 
discontinue therapy at this time. However she was informed that she could 
return to the psychology team at a later time if she felt it would be helpful.
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In reflecting upon my development as a trainee clinical psychologist, I 
considered how the sessions with Mrs Gordon and the integration of other 
concepts within a broadly CBT based intervention reflected development in 
my knowledge and understanding of other approaches. I also considered the 
changes in how I understood and considered outcomes of therapy. I reflected 
upon how this had moved from a focus on standardised outcome measures 
to a broader consideration of the clients’ experiences of therapy. In the 
review session Mrs Gordon and I spent a large amount of time considering 
this together, and Mrs Gordon was able to reflect upon her expectations of 
therapy and of me, her experience of the sessions and our relationship. We 
considered what she had got from the sessions as well as acknowledging 
how they had not led to the changes she had hoped for.
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An indirect psychological 
intervention with the mother of 
a six year old boy for 
managing behaviours she 
found difficult
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Harry Mitchell was referred to the Child and Adolescent Mental Health 
Service by his GP. Following an assessment focused on whether Harry met 
the criteria for a diagnosis of an Autistic Spectrum Disorder, Harry’s mother 
Kathy was offered further support around managing behaviours she found 
difficult with Harry. This was the focus of our sessions. An initial assessment 
enabled the development of a formulation of the behaviours Kathy found 
challenging, using behavioural and learning theories with consideration of 
wider systemic factors. Further assessment was then undertaken, involving a 
school observation, another meeting with Kathy, and a session with Harry. 
This enabled further development of the formulation and clarification of the 
focus for intervention. Kathy identified that difficulties at bedtime were the 
area she wished to focus upon.
The four intervention sessions Kathy attended focused upon using 
behavioural principles around establishing a clearer bedtime routine and 
considering the roles of rewards and reinforcement in changing this. We also 
paid attention to broader systemic or contextual factors and considered their 
relationship to the difficulties at bedtime. Kathy missed or cancelled several 
appointments and consideration was been given to this and to alternative 
ways of engaging Kathy to overcome some of the practical challenges of 
attending. Kathy has reported improvements at bedtime, feeling more able to 
cope with difficulties during the day and a reduction in instances of distress or 
frustration for Harry during the day. Two further sessions and a review 
session were planned.
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An audit of the extent to which 
recommendations regarding 
the provision of services for 
people with both mental health 
and substance misuse 
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implemented
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ABSTRACT
Combined mental health and substance misuse problems, known as dual 
diagnosis, are associated with poorer outcomes and have therefore been the 
focus of several initiatives to co-ordinate and improve services over recent 
years. This study set out to examine the extent to which local services were 
meeting the standards set around staff training and the needs for protocols to 
guide work in this area. A cross-sectional survey method was used, with a 
total of 93 questionnaires sent to staff working within community mental 
health teams, community drug and alcohol teams and mental health inpatient 
settings within one locality within one mental health trust. Of these, 28 were 
returned, with 0 returned by the mental health inpatient unit staff. The 
responses showed that 48.1% of staff were unaware of training in working 
with dual diagnosis being available within the trust, while only 25% had 
attended such training. In addition, only 12.2% of respondents reported that 
their work was influenced by protocols. This suggests that standards set in 
these areas are not being met within this locality. Therefore the NHS Trust 
needs to take further steps to improve this, particularly through reducing 
barriers to accessing training and through placing a greater emphasis on 
following the given protocols. The limitations of this study are discussed, 
particularly the implications of the relatively low response rate, and the limited 
reliability and validity of the questionnaire used, which was developed 
specifically for this study
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INTRODUCTION
In 1999 the National Service Framework for Mental Health (Department of 
Health (DH), 1999) identified the importance of services meeting the needs of 
people who are experiencing both mental health and substance misuse 
problems concurrently, referred to as ‘dual diagnosis’ (DH, 2002). One study 
of prevalence rates found that 44% of Community Mental Health Team 
(CMHT) patients reported substance misuse problems, while 75% of drug 
and 85% of alcohol patients reported having a psychiatric disorder in the past 
year (Weaver et al., 2003). Dual diagnosis has been found to be associated 
with poorer outcomes, including worsening psychiatric symptoms and 
increased suicidal and violent behaviour (DH, 2002).
In 2002 the DH published guidance which identified that services should 
operate a policy of ‘mainstreaming’, whereby individuals with dual diagnosis 
should be treated within mental health services. They identified that 
substance misuse teams should provide support to mental health teams to 
facilitate this, and similarly mental health services should offer support to 
substance misuse services in working with people with less severe mental 
health problems (DH, 2002). DH (2002) also highlighted the importance of 
having a locally agreed definition of dual diagnosis, care pathways and a 
service model. In 2001, standards were set for mental health services for the 
delivery of services for dual diagnosis clients (Abdulrahim, 2001). Included 
were standards requiring a local strategy adopted by all relevant agencies, 
explicit protocols on multidisciplinary, multiagency working, and mental health 
services having alcohol and drug treatment protocols.
Staff training is central to the delivery of services which meet the needs of 
those with dual diagnosis. However a review of dual diagnosis practice 
identified that many regions had no assessment of training needs or training 
strategy (Care Services Improvement Partnership, 2008). Similarly, a 
literature review found that professionals working in mental health services 
consistently viewed services and training as inadequate for working with dual
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diagnosis (Adams, 2008). A survey of mental health and substance misuse 
service staff in one National Health Service (NHS) Trust found they lacked 
information, structure and guidance in working with people with dual 
diagnosis and identified a need for focussed training (Maslin et al., 2001). 
Therefore staff training has often been shown to be an area where further 
improvements may be needed in dual diagnosis. In a previous study within 
the trust in which this study was based. Lower and Richards (2003) identified 
that the majority of staff felt there was a lack of training in dual diagnosis. 
They also reported that a lack of formal treatment protocols contributed to 
confusion around what approach to adopt when working with dual diagnosis 
(Lower & Richards, 2003). As a result it was recommended that all 
professionals were offered training opportunities to facilitate a shared 
understanding of dual diagnosis, and that formal procedures and protocols 
were developed for working with individuals with dual diagnosis.
AIM AND RESEARCH QUESTIONS
This study aimed to assess progress within the trust in the areas of staff 
training and approaches to working with dual diagnosis. The study had three 
objectives, relating to standards from both the recommendations of the local 
study and those set out by Abdulrahim (2001).
Objective 1: To investigate whether staff have been given training in working 
with dual diagnosis and identify any ongoing training needs.
Standards
- Mental Health Services appoint staff with formal training in mental 
health and substance misuse co-morbidity, or ensure that staff have 
access to substance-misuse training once they are in post.
- Training of staff of specialist substance misuse services should 
include recognition and care of service users with mental illness, and 
collaborative working with mental health services.
Abdulrahim (2001).
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- Training opportunities for all health care professionals to facilitate a 
shared understanding of dual diagnosis.
Lower and Richards (2003).
Objective 2: To identify how staff currently respond to the needs of people 
with dual diagnosis.
Objective 3: To determine whether the Trust dual diagnosis manual, 
produced following the previous study, has been accessed and is referred to 
by staff.
Standards
- A local mental health strategy for working with people with co­
morbidity is in place and is adopted by all relevant agencies.
- There are explicit protocols on multi-disciplinary, multi-agency
working.
- Mental health services have developed alcohol and drug treatment 
protocols.
Abdulrahim (2001).
- Development of formal protocols and procedures for the management
of clients with a dual diagnosis.
Lower and Richards (2003).
METHODS/PROCEDURES
In order to meet these aims a survey approach was chosen. A questionnaire 
was developed to gather information from staff working within both substance 
misuse and mental health services both on training and the current treatment 
approaches to dual diagnosis (Appendix 1). The development of the 
questions was informed by both those used in the previous local study 
(Lower & Richards, 2003) and those used in other studies asking 
practitioners about the area of dual diagnosis (e.g. Hanes & Bennett, 2008). 
Others with knowledge of the area of dual diagnosis and of questionnaire 
design were also consulted, in order to increase content validity. The 
questions were developed to elicit information which would enable the extent
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to which the standards outlined above were being met to be determined. 
Both closed and open ended questions were included in the questionnaire.
The questionnaire was piloted within a separate CMHT, a mental health 
inpatient unit and a Community Drug and Alcohol Team (CDAT). In the pilot 
the service managers were sent several questionnaires and asked to 
distribute to staff. The response rate to the pilot study was very low (2/12, 
16.7%). Therefore further steps to increase the response rate were taken 
within the full study, and these are outlined below.
Although steps were taken to increase the validity and reliability of the study, 
it was acknowledged that both were limited. This is due to the fact this 
questionnaire was not an established questionnaire. Additionally the 
opportunity to consider both reliability and validity, and to then further 
develop the questionnaire as a result, was limited due to practical restrictions 
such as time for completing the project.
Staff working in clinical roles within substance misuse and mental health 
teams were the target population for this study. One geographical area was 
included in the study, within which one inpatient unit, five CMHTs and two 
CDATs were contacted. The audit department for the area confirmed that 
ethical approval would not be needed for this project. They were informed of 
the audit and gave approval for the project to proceed (Appendix 2). The 
managers of each service were contacted via email two weeks prior to 
sending out the questionnaires, asking them to inform staff of the study and 
to provide lists of clinical staff. If responses were not received further 
attempts were made to contact the service to obtain a staff list. Lists of 
clinical staff were obtained for the CMHTs and CDATs. These staff were then 
sent a personally addressed covering letter (Appendix 3) along with a copy of 
the questionnaire and a self addressed envelope for its return. They were 
asked to return the questionnaire by a specified date two weeks later. A 
follow up email was sent to each staff member approximately one week later, 
thanking them for returning the questionnaire if they had already done so and
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asking them to do so if they had not. Previous studies have demonstrated 
that personalised questionnaires and letters increase response rates to 
postal questionnaires, as does contacting participants beforehand and 
providing stamped return envelopes (Edwards et al., 2002). In total 24 
questionnaires were sent to staff within the CDATs and 45 to staff within the 
CMHTs.
Unfortunately despite several attempts at contact a staff list was not obtained 
for the inpatient unit. In this case the two wards were each sent envelopes 
containing a letter outlining the purpose of the study (Appendix 4), and 12 
copies of the covering letter with a questionnaire and self addressed 
envelope attached. Similarly the follow up contact was made through a letter 
addressed to all staff on the ward as email addresses were unknown.
ANALYSIS AND RESULTS
Response Rate
Of 93 questionnaires sent out, 28 (30.1%) were returned, 19 by staff working 
within CMHTs, a response rate of 42.2% (19/45) and 9 by staff working within 
CDATs, 37.5% (9/24). No questionnaires were returned by inpatient unit 
staff, and therefore the analysis of responses refers only to CMHT and CDAT 
staff.
Data Analysis
For closed ended questions, frequencies and percentages were calculated 
and differences between staff working in CMHTs and staff working in CDATs 
were considered. This was felt to be relevant as the standards around 
training pertain largely to one service or another. Due to the small number of 
questionnaires inferential statistics were not deemed to be appropriate.
For open ended questions, a manifest content analysis was used. The 
responses were coded and the main themes identified and then the
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frequencies with which each was reported was calculated. This form of 
analysis of qualitative data enabled the data to be interpreted within the 
positivist paradigm of quantitative research, within which this research was 
conducted.
Characteristics
The respondents reported 19 different job titles. The professional 
backgrounds of respondents are shown in table 1.
Table 1: Professional Backgrounds of respondents
Professional
Background
Frequency Percentage
Nursing (Mental Health 
and General Registered 
Nurses)
14 50%
Clinical or Counselling 
Psychologist
6 21.4%
Social Worker 6 21.4%
Counsellor 1 3.6%
Drug and Alcohol 
Worker
1 3.6%
Training
Respondents were asked to indicate on a scale of 1 to 5 the extent to which 
they felt trained in the area of dual diagnosis. 1 respondent did not answer 
this question, while 88.9% (24/27) of those who did reported feeling ‘trained 
to some extent' or higher (table 2). This was higher for CMHT staff, with 
94.5% compared to 77.7% for CDAT staff.
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Table 2: The extent to which respondents felt trained in the area of dual 
diagnosis
Response 1 (1 feel 
inadequately 
trained)
2
3 (1 feel 
trained to 
some extent)
3
5 (i feel
fully
trained)
Overall 1 (3.7%) 2 (7.4%) 13(48.1%) 8
(29.6%)
3
(11.1%)
CMHT 0 (0%) 1 (5.6%) 9 (50%) 5
(27.8%)
3
(16.7%)
CDAT 1 (3.7%) 1 (11.1%) 4 (44.4%) 3
(33.3%)
0 (0%)
Only 51.9% of respondents (14/27) reported that they were aware of training 
within the Trust for dual diagnosis, and only 25% (7/28) had attended such 
training. In an open ended question asking about this training, 3 reported 
attending training run by the CDAT, 1 substance misuse training, 1 a half day 
course, 1 a five day course and 2 did not specify. Staff were also asked in an 
open question what training, if any, they had received in the area of dual 
diagnosis during their career, and the categories of responses are given in 
Table 3. Of those who responded to the question “Do you feel you need 
further training in the area of dual diagnosis?”, 81.5% (22/27) answered yes, 
77.8% (14/18) of CMHT respondents and 88.9% (8/9) CDAT respondents. 
The most frequently reported training need in response to an open response 
question was for refreshers or updates (7/23) followed by training on the 
treatment or management of dual diagnosis (6/23).
Table 3: Categories of training respondents have had during their career
Training Responses
None 4 (14.3%)
Specific dual diagnosis training 3(10.7%)
In-house training only 1 (3.6%)
Pre-qualification training only 4 (14.3%)
Post-qualification training (refresher or part of further training 
course)
3(10.7%)
Work experience 4 (14.3%)
Mental health and substance misuse training separately 2(7.1%)
Multiple forms of training 3(10.7%)
Unspecified 4 (14.3%)
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70 responses were received to the open question “What do you consider to 
be the top three priorities in dual diagnosis training?” The most frequently 
reported priorities related to knowledge and awareness of dual diagnosis 
(12/70, 17.1%), and to joint working and shared responsibility (11/70, 15.7%), 
with the former the most frequently reported by CMHT staff (9/47, 19.1%) 
and the latter by CDAT staff (7/23, 30.4%). 59 responses were received to 
the open ended question “What do you think are the main three barriers to 
staff accessing dual diagnosis training?” with the most frequently reported 
barrier time (15/59, 25.4%) followed by the accessibility and availability of 
training (11/59, 18.6%) (Appendix 5).
Treatment Approaches
Although 53.6% of respondents were aware of the dual diagnosis manual 
(15/28), only 32.1% reported having read the manual (9/28). 33 responses 
were received to a question about how treatment should be organised and 32 
regarding how it is currently organised, with some respondents selecting 
more than one option. The majority (63.6%, 21/33) indicated that treatment 
should be integrated, with services working together. However only 28.1% 
(9/32) felt that services were currently organised in this way, with 43.8% 
(14/32) indicating that treatment was parallel, with separate treatment in 
separate services at the same time, and 18.8% (6/32) indicating sequential, 
with treatment for one diagnosis in one team before others were treated.
When asked in an open question how they currently respond to a person with 
dual diagnosis, the respondents gave a range of responses. 33.3% (9/27) 
described working with or trying to involve other teams, 29.6% (8/27) 
described tailoring their approach to the individuals needs, often referring to 
assessing first and 18.5% (5/27) described identifying what was the priority or 
the primary problem. The remaining respondents described treating the 
person the same as anyone else, taking the lead, taking a non-judgemental 
approach, ensuring their substance misuse is under control and using the 
medical care plan approach. For the question “What factors have influenced 
why you approach their treatment in this way?” 41 responses were received.
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Previous experience was selected the most frequently (51.2%, 21/41), while 
only 12.2% (5/41) selected trust or service protocols.
DISCUSSION
The results presented above provide quantitative data on the extent to which 
the standards are being met within the teams surveyed. Only 51.9% of 
respondents were aware of training relevant to dual diagnosis available 
within the trust, while only 25% had attended this. During their careers, 
42.9% of the respondents had had no training, only pre-qualification training 
or only practical work experiences. This would suggest that the standards 
around staff training are not being met. However interestingly 88.9% of 
respondents felt at least trained to some extent, indicating the majority felt 
that they had at least some skills in working with dual diagnosis. The training 
priorities most frequently reported were around knowledge and awareness of 
dual diagnosis and joint working and shared responsibility, and these may be 
areas to focus future training on. These priorities differed from those 
identified in a study by Mears et al. (2001), where the top priority was 
psychological interventions, highlighting that perhaps needs differ depending 
on the specific area and service structure in which staff are working. However 
the main barriers to attending training were practical ones of time and the 
ease with which this training could be accessed, and therefore further actions 
to overcome these would be needed in order to ensure such training can be 
attended.
67.9% of respondents had not read the Trust dual diagnosis manual, and 
therefore action may need to be taken to ensure reading such policy 
documents is seen as a higher priority. Although 63.6% respondents felt 
services should work together in an integrated manner only 28.1% felt this 
was currently the case. One of the standards requires mental health services 
to adopt a common strategy, and if staff have not read the local document 
and believe services are organised in a variety of manners then this standard 
cannot be seen to be being met.
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Although the standards require the existence of protocols for working with 
dual diagnosis, only a small number of respondents, 12.2%, reported that the 
way in which they worked was influenced by protocols. The previous local 
study identified that a lack of treatment protocols appeared to contribute to 
confusion around what approach should be taken (Lower & Richards, 2003), 
and it may be that a variety of approaches are being taken because staff are 
unaware of the protocols. Therefore it may be that the local protocols need to 
be more explicit and staff need to be encouraged to adhere to them. 
However there will be a need for caution within this as it may prohibit an 
approach which is tailored to the individuals’ needs, which 29.6% of 
respondents described as their current approach.
Although this study provided some information regarding staff training and 
service provision within this trust, it had several limitations. Firstly the 
response rate to the study was still relatively low despite attempts to increase 
it. In particular, the fact that no responses were received for staff at the 
inpatient unit limits the usefulness of these results. Given the importance of 
an awareness of dual diagnosis in working within inpatient settings, clearly 
further research into this area is needed. Also due to differences within 
service structures the results of this study will not be generalisable to staff 
within other teams, who may have different experiences both of training and 
treatment approaches.
Although using a questionnaire may have met the needs of busy NHS staff in 
taking a relatively short time to complete, a qualitative approach may have 
allowed greater exploration of the views and attitudes of staff towards dual 
diagnosis and how they constructed such difficulties and their role in 
treatment. Therefore further research using a social constructionist approach 
may be informative in beginning to explore this further and in more depth. 
Developing a questionnaire specifically for this study enabled the aims and 
objectives of this project to be met, but also meant the questionnaire lacked 
reliability and validity, which may limit the usefulness of these results.
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The results of this study will be fed back to the services surveyed through a 
written summary, and teams will be offered the opportunity to have the study 
presented at their meetings. The results will also be presented to the local 
health and social governance committee. The results may be useful to the 
services in demonstrating the ways in which the standards are not being met 
and suggesting future directions for staff training and service development 
around the area of dual diagnosis.
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Appendix 1: Questionnaire
Thank you for taking the time to complete this questionnaire. Please return this to
, using the envelope provided.
Current Job Title:...........................................................................................
Service in which you Q  CMHT Q  Inpatient Q  Substance Misuse 
work: Unit Service
Profession (eg Mental Health Nurse, Social Worker) :..............................................
1. To what extent do you feel trained to work with clients who present with both 
mental health and substance misuse problems (known as dual diagnosis)? (please 
circle)
1 2 3 4 5
I feel inadequately I feel trained to I feel fully
trained some extent trained
2. Are you aware of any Dual Diagnosis training being available within the Trust?
□  Yes
□  No
3. Have you attended any such training?
I I Yes (please describe)...............................................................................................
□  No
4. During your career what training, if  any, have you previously had in working with 
dual diagnosis?
5. Do you feel you need further training in the area of dual diagnosis?
□  Yes
□  No
If yes, what do you feel your training needs are?
Service Related Research Project
103
6. What do you consider to be the top three priorities in Dual Diagnosis training? 
1.
2 .
3.
7. What do you think are the main three barriers to staff accessing Dual Diagnosis 
training?
1.
2.
3.
8. Are you aware of the Trust “Dual Diagnosis Manual”, available on the 
intranet?
□  Yes
□  No
9. Have you read the manual?
□  Yes
□  No
10. How do you use the manual, if at all?
11. How do you feel the treatment for clients with both mental health and substance 
misuse problems should be organised?
A. Integrated (i.e. different services/ specialists working together with the Q  
same client)
B. Parallel (i.e. different treatments operating at the same time, but within I I 
separate services!
C. Sequential (i.e. one service treating one diagnosis, before any other Q  
diagnoses are treated)
D. Treatment within a specialist team O
E. Other (please state). □
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12. How do you feel treatment for dual diagnosis is currently organised in this Trust?
A. Integrated (i.e. different services/ specialists working together with the EH 
same client)
B. Parallel (i.e. different treatments operating at the same time, but within I I 
separate services)
C. Sequential (i.e. one service treating one diagnosis, before any other EH 
diagnoses are treated)
D. Treatment within a specialist team EH
EH
E. Other (please state)............................................................................................
13. If a person entering your service has both a mental health and a substance misuse 
problem how do you currently approach their treatment?
14. What factors have influenced why you approach their treatment in this way?
I I Trust or service protocols
I I The evidence base surrounding dual diagnosis
I I Previous training
I I Previous experience
I I Other (please specify).........................................................................................
15. Are there any other comments you would like to add on the subject of ‘dual 
diagnosis’?
Thank you for completing this questionnaire.
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Appendix 2: Audit Approval Letter
Dear
Re: Audit Registration Form: An evaluation of the extent to which 
recommendations regarding the provision of services for people with both mental 
health and substance misuse difficulties; have been implemented
Thank you for your form for An evaluation of the extent to which recommendations 
regarding the provision of services for people with both mental health and substance 
misuse difficulties; have been implemented, dated March 2009. You have been 
assigned the following number AU/007/03/09, which must be used on all Trust reporting 
fomrjs. I have looked through your audit registration form and/or audit proforma that has 
been completed in full. Please proceed with your audit project according to the 
timescales given. If you require the audit managers to look at your data collection tool 
please forward this to us for comment.
Once you have completed the data collection please write up a report and audit 
summary form and send the audit department copies.
All audit forms can be down loaded from the Clinical audit part of the Trust extranet - 
(click on this link) - NEW Audit Documentation for completing at start and finish of 
Audit
Please feel free to contact the Audit Manager, if you require
advice on any area of your project.
Yours sincerely
For^and on behalf of the Clinical Audit Department
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Appendix 3: Covering Letter
Dear
I am contacting you to invite you to take part in an audit which aims to ask 
practitioners about their training and experience in working with people with 
both mental health and substance misuse problems, known as dual 
diagnosis. This audit is being undertaken as part of the PsychD in Clinical 
Psychology at the University of Surrey under the supervision of 
at the University of Surrey, and
. The results will also
be will also be fed back to services and presented to the Health and Social 
Governance Committee in order to inform future developments in this area.
Your participation in this audit would be very much appreciated. If you 
choose to take part you will be required to complete the enclosed 
questionnaire and to return this using the envelope provided by Friday 8^  ^
May 2009 via the internal mail system. If you would like to be sent a 
summary of the findings once the audit has been completed please contact 
me, using the details provided above. All information which is collected 
during this audit will be kept strictly confidential. Your responses and 
comments will be anonymous as it will not be possible to identify who has 
sent back the returned questionnaires.
Please do not hesitate to contact me with any questions you may have.
Yours sincerely.
Trainee Clinical Psychologist
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Appendix 4: Covering Letter for Inpatient Wards
Dear Colleagues,
I am a Trainee Clinical Psychologist from the University of Surrey, currently 
undertaking a placement within
. As a part of my training I am conducting an audit which involves 
asking practitioners about their training and experience in working with 
people with both mental health and substance misuse problems, known as 
dual diagnosis. This audit is being undertaken under the supervision of
As a part of this audit I am writing to you to ask whether it would be possible 
for the enclosed questionnaires to be distributed amongst your team for 
completion. I have provided envelopes for these to be returned in via the 
internal mail system by Friday 8^  ^May. I would be very grateful for your 
participation in this audit.
If you would like to be sent a summary of the findings once the audit has 
been completed please contact me and I will be happy to provide this. If you 
have any questions regarding this audit please do not hesitate to contact me.
Yours Sincerely,
Trainee Clinical Psychologist 
University of Surrey
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Appendix 5: The Priorities and Barriers in Dual Diagnosis Training 
The Priorities in Dual Diagnosis Training
Priority Responses
Training approach/format 7 (10%)
Knowledge of substance misuse 5(7.1%)
Knowledge of mental health problems 2 (2.9%)
Therapeutic approaches 2 (2.9%)
Interaction between mental health problems and substance 
misuse
6 (8.6%)
Impact on individual/ community/ family 2 (2.9%)
Approach to working with clients 7 (10%)
Knowledge and awareness of dual diagnosis 12(17.1%)
Joint working/ shared responsibility 11 (15.7%)
Knowledge of resources/services 3 (4.3%)
Knowledge of medication 2 (2.9%)
Risk 4 (5.7%)
Challeging stigma 1 (1.4%)
Working with families 2 (2.9%)
Self medication 1 (1.4%)
Priorities 1 (1.4%)
Knowledge of when to work with/ when to refer on 2 (2.9%)
The Barriers to Dual Diagnosis Training
Barrier Responses
Availability/ accessibility of training 11 (18.6%)
Time 15 (25.4%)
Seen as other services ‘problem’ 3(5.1%)
Interest 5 (8.5%)
Fear 1 (1.7%)
Lack of knowledge 2 (3.4%)
Not enough cases 1 (1.7%)
Workload 6(10.2%)
Not prioritised/ seen as important 4 (6.8%)
Lack of funding 5 (8.5%)
Negative attitudes 2 (3.4%)
Awareness of training 1 (1.7%)
Lack of confidence 1 (1.7%)
Not recognised as Continuing Professional Development 
(CPD)
1 (1.7%)
‘boxing in’ clients with complex needs 1 (1.7%)
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Evidence of SRRP 
feedback to services
(Note: At the time of this assignment, a signed supervisor statement to 
confirm the presentation of results was not required)
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An exploration of trainee 
clinical psychologists views of
leadership
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Abstract
New Ways of Working highlights leadership as a major challenge for clinical 
psychologists. The profession is considered able to meet this challenge but 
individual ability and willingness varies. The researchers identified a lack of 
research into the awareness of leadership amongst those entering the 
profession. This study takes a qualitative approach using thematic analysis to 
explore trainee clinical psychologists’ understandings of and aspirations for 
leadership roles. Semi -structured interviews were conducted with four 
participants half-way through their professional doctorate training. Interviews 
focused upon understandings of and aspirations for leadership. Interviews 
were recorded and transcribed and analysis aimed to capture the variety of 
information across the dataset. Quality and credibility of the research was 
achieved by agreeing a realist/essentialist approach to analysis at the outset, 
collecting and analysing data in a systematic and rigorous manner, and being 
aware of the impact of the researchers’ own views, given their position as 
trainee clinical psychologists on the same course as participants. The 
researchers reflected how the nature of collaborative research potentially 
reduced this impact. Themes identified from the data were clinical 
psychologists as leaders in teams, uncertainty in the profession and lack of 
preparedness. Discussion focused upon leaders in teams, the disparity 
between experience and requirement, and recommendations for future 
course content. Thematic analysis was considered an appropriate method 
for an initial exploration of this topic. However, further research using 
discourse analysis may provide a more detailed understanding of the 
meaning of leadership as it develops.
Qualitative Research Project Abstract
115
Measuring subjective 
wellbeing in a higher 
education environment
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Abstract
Objective
Subjective wellbeing (SWB), defined as consisting of the three components 
of positive affect, negative affect and a life satisfaction judgement, has been 
the focus of much research. Given the growing interest in wellbeing in the 
political arena, SWB and its measurement is becoming increasingly 
important. This study aimed to establish the reliability and validity of two SWB 
measures in a UK higher education setting; the recently developed Scale of 
Positive and Negative Emotions (SPANE, Diener et al. 2010) and the 
Satisfaction with Life Scale (SWLS, Diener eta!. 1985).
Design
Part 1: A sample of university staff and students, recruited via email, 
completed the scales and other related scales between October and 
November 2010. Respondents were asked to complete the SPANE and 
SWLS again four weeks later, and to also refer a friend or relative to act as 
an informant. 655 people completed the survey, 363 completed the scales 
four weeks later, and 19 informants provided ratings.
Part 2: The second part of the study trialled the SPANE and SWLS as 
outcome measures, assessing whether there were differences in scores 
before and after attending group based wellbeing interventions. Participants 
were recruited from those attending three wellbeing groups at the university.
Results
Part 1: The scales demonstrated acceptably high test-retest and internal 
reliability and expected patterns of concurrent and divergent validity. An 
exploratory factor analysis produced three related factors, corresponding 
exactly to the scales measuring positive affect, negative affect and life 
satisfaction.
Part 2: Despite the small sample size (n=7) there was evidence of changes in 
positive and negative affect and life satisfaction (p < 0.05), indicating higher 
SWB post intervention.
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Conclusions
This study supports the reliability and validity of the SPANE and SWLS in a 
higher education environment and provides initial support for their use as 
outcome measures.
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1. Introduction
Wellbeing is defined in the Oxford English Dictionary (1989) as 'the state of 
being or doing well in life; happy, healthy, or prosperous condition; moral or 
physical welfare (of a person or community)'. In considering this broad 
definition it is clear that wellbeing has been a significant focus of many, 
including philosophers, sociologists and psychologists, throughout history. 
More recently, the relevance of wellbeing to policy development has been 
increasingly recognised nationally and internationally (Diener, 2006a), 
bringing others such as economists and policy makers into the field more 
prominently. Given the wealth of interest in and debate around wellbeing, it 
would not be possible to review the field in its entirety. This introduction will 
instead focus upon wellbeing and its relevance to clinical psychology, 
particularly focusing upon developments in recent decades within 
mainstream academic psychology and the political context in which clinical 
psychology is now located.
1.1 The relevance of wellbeing to modern day clinical psychology
In recent times, the main role of clinical psychologists within the UK was seen 
as working with people experiencing psychological difficulties and distress 
(Hall & Llewelyn, 2006). However, Seligman (2003) described how in 
America, historically the job of psychologists was seen as having three 
components, only one of which corresponded to this. Before the second 
world war, psychologists not only worked to reduce the impact of mental 
illness, but also to promote happiness and flourishing, and to identify talents 
and support their development (Seligman, 2003). This changed after the war 
and Seligman argued this was largely due to economic factors, with the 
increased ability to obtain income for the treatment of mental illness. This led 
to advances in this area of psychology, to the detriment of the other two. 
Similarly, Hall and Llewlyn (2006) reported that in the UK since the 1960's 
there had been a focus on clinical psychologists role as therapists. 
Internationally, it was only towards the end of the 20^  ^ century that
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mainstream academic psychology as a whole began to again pay greater 
attention to the area of promoting happiness. This became known as the 
positive psychology movement, and was spearheaded largely by Seligman 
and Csikszentmihalyi (e.g. Seligman & Csikszentmihalyi, 2000). Positive 
psychology has been defined as 'the study of the conditions and processes 
that contribute to the flourishing or optimal functioning of people, groups, and 
institutions’ (Gable & Haidt, 2005: 104). Since this time there has been an 
increasing focus on this area of psychology.
Within positive psychology an understanding of human experience as 
comprising of three pillars developed; positive subjective experience, 
personal and interpersonal traits, and institutions and communities (Emmons, 
2003). At the level of subjective experience, judgements of wellbeing are a 
key component (Seligman, 2005). The area of wellbeing has been the focus 
of much attention within this growing field. Within this a distinction has been 
made between subjective wellbeing (SWB) and psychological wellbeing. This 
distinction has been linked to two different philosophies of wellbeing which 
have existed for a substantial length of time. Hedonic philosophy argues that 
wellbeing is related to the experience of pleasure and happiness. 
Psychologists have taken this to include experiences of the mind and body, 
and to consist of the balance of experiences of pleasure and displeasure as 
well as judgements of ones own life (Ryan & Deci, 2001). Eudemonic 
philosophy differs in separating wellbeing from the pure experience of 
happiness, instead linking it to virtue and living the life that fits with ones 
values and beliefs (Ryan & Deci, 2001). The latter has been associated with 
psychological wellbeing, the former with SWB (Linley et al. 2009). Research 
has suggested that SWB and psychological wellbeing are two separate but 
related factors (e.g. Linley etal. 2009).
1.2 Wellbeing and public policy
As well as being the focus of a large amount of research in psychology, there 
has also been a growth in interest in the concept of wellbeing politically. In
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2009, the ‘New Horizons’ publication set out the then Labour governments 
vision for the future of mental health services. Improving the health and 
wellbeing of the nation was one of the two key aims set out in this document, 
alongside improving services for those with poor mental health (HM 
Government, 2009). This can be seen as a clear indication of wellbeing 
being prioritised alongside the treatment of mental health problems, the 
traditional priority within mental health services.
In 2010, under a new Conservative government, the concept of wellbeing 
was again identified as being of key importance. A white paper, ‘Healthy 
Lives, Healthy People’, highlighted a shift which put a greater focus on public 
health. A new approach to supporting local communities in promoting health 
and wellbeing throughout the lifespan was identified (HM Government, 2010). 
An accompanying document highlighted the government’s recognition that 
health is related not just to the absence of disease, and that mental health 
and wellbeing are important elements of health. This document additionally 
highlighted the different challenges to wellbeing at different times in life 
including, for young people and adults, growing up well and living and 
working well (Department of Health, 2010a). The government’s programme 
of ‘liberating the NHS’, which encapsulated their plans to reform the NHS, 
additionally illustrated a growing consideration of wellbeing. Early documents 
described the development of new local health and wellbeing boards, 
covering not only the NHS but also social care and public heath (Department 
of Health, 2010b). In February 2011, the government outlined their mental 
health strategy, replacing New Horizons’. One of the six objectives of the 
new strategy was ‘more people will have good mental health’, and this 
objective talked of wellbeing and its promotion (Department of Health, 2011 ; 
19).
Politically, within the growing agenda around happiness and wellbeing, there 
has been an increasing realisation that measuring SWB is an important task 
that all governments should undertake (Layard, 2010). In 2011 the UK Office 
of National Statistics described the measurement of SWB as ‘central to public
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policy’, and outlined three uses for measures: monitoring progress or 
changes over time, informing the design of policies, and as a means of 
appraising policies or considering the costs and benefits (Dolan et al. 2011:
2-4). It is of note that this report was written by economists, and as the profile 
of SWB has risen amongst policy makers it appears economist have also 
become increasingly interested (e.g. Kahneman & Krueger, 2006).
The agenda around the promotion of wellbeing has been embraced in many 
different arenas and a number of more focused publications have outlined its 
relevance. This includes the areas of employment (Department for Work and 
Pensions, 2005), older people (Allen, 2008), and schools (Healthy Schools, 
2007). One area in which the focus on wellbeing has become more visible in 
recent years is within higher education.
1.2.1 Higher education and wellbeing
According to the Higher Education Statistics Agency ((HESA), 2011a) in the 
2009/10 academic year in the UK 2,493,415 students were registered in 
higher education; 1,914,710 undergraduates and 578,705 postgraduates. 
During the same year, there were 181,595 academic staff and 205,835 non- 
academic staff (HESA, 2011b). Combined, this gives a total higher education 
population of 2,880,845 during 2009/10. The mid 2009 estimated resident UK 
population was 61, 792, 000 (Office for National Statistics, 2010). Therefore, 
the higher education population at this time was a population the same size 
as approximately 4.6% of the population of the UK. In addition, an even 
larger percentage of the population will have passed through higher 
education at some point in their lives. This makes this a relatively substantial 
group within society, and therefore it is clear to see why this group has been 
the focus of a growing amount of work around wellbeing.
Although higher education can offer a unique range of opportunities and 
experiences and may therefore positively impact upon mental health, the 
pressure and challenge of studying at this level can also impact detrimentally 
upon mental wellbeing. A report by the Royal College of Psychiatrists (2003)
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highlighted the issue of mental health in students, suggesting students may 
be at greater risk than their age matched peers. This report outlined the 
stressors upon students in higher education. For younger students, these 
included moving to a new and unknown place at a time of other 
developmental challenges, for mature students, combining the challenges of 
education with other life commitments. The report also acknowledged the 
work already being done by the institutions to respond to the mental health 
needs of students, and highlighted the need for mental health promotion.
Also in 2003, in response to reports such as that described above, the 
‘Working group for the promotion of mental well-being in higher education’ 
was established. The group have produced a number of reports and 
guidelines, including a report on research into the mental health policies and 
practices of higher education institutions (Grant, 2006). Based on self report 
from 50% of institutions surveyed, this research found that approximately a 
quarter of the respondents had in place a mental health policy, although 
many more reported developing one. Just over half employed staff for the 
purpose of supporting students’ mental health, while around 80% had 
provisions for staff. Mental health promotion events were described as a 
‘common feature’, although the nature of mental health promotion varied 
widely across different institutions. A subsequent publication highlighted the 
need for higher education institutions to not focus only on supporting those 
with mental health difficulties, but to promote mental wellbeing amongst all 
staff and students (Crouch et al. 2007).
Although student wellbeing may have generally received more attention, 
since 2008 a two phase project has focused specifically on the wellbeing of 
staff working in higher education institutions. The first phase of the project 
investigated what had already been done about staff wellbeing, identified 
gaps, and considered whether wellbeing interventions impacted upon 
success. This phase found examples of a range of approaches and 
concluded that due to variety amongst institutions, different approaches 
would be needed (Staff Wellbeing, 2009). Aims of the second phase.
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currently ongoing, included piloting interventions and exploring the links 
between engagement and performance (Staff Wellbeing, 2009). Previous 
research has demonstrated poorer mental health and physical wellbeing in 
higher education staff at a time of organisational change compared to a 
comparison group (Bradley & Eachus, 1995). There has also been some 
suggestion that female academic staff in the UK experience higher levels of 
stress at work than male academics (Doyle & Hind, 2002). Therefore the 
inclusion of staff as well as student wellbeing in higher education settings is 
clearly also important.
The higher education sector is under increasing pressure, particularly in the 
current financial climate which has lead to a reduction in investment in the 
sector. There has been a widely reported increase in competition for places 
for students, with a larger percentage of applicants failing to gain a university 
place (e.g. UCAS, 2011), and reductions in staff numbers (e.g. University and 
College Union, 2010). As higher education institutions experience this 
pressure, wellbeing is increasingly relevant. The ability to demonstrate that 
initiatives aimed at promoting mental wellbeing are effective is likely to be key 
in ensuring continued investment in wellbeing, at a time when finances are 
stretched. Therefore the availability of measures of wellbeing that have been 
shown to be reliable and valid for this specific population is essential.
1.3. The concept of SWB
Research in psychology differs from that in other areas of science in that 
often the variables of interest can be defined or understood in different ways. 
The notion of defining psychological constructs has been widely debated 
over time, and a range of views and approaches exist. These reflect a variety 
of epistemological positions around what is and can be known and the 
concept of truth (Barker et al. 2002). This is in contrast to other forms of 
physical science where a realist position, based upon the belief in an external 
reality and truth that is shared and can be known, is widely shared and 
accepted. For those within psychology who come from an epistemological
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position in which there is believed to be no external reality, and who therefore 
study individual perceptions or experiences rather than trying to gain an 
overall picture, opposition to a universal definition of SWB, or more broadly to 
happiness, exists. For example. Sink (2000) argued for the importance of 
psychologists focusing upon the phenomenological experience rather than 
attempting to quantify happiness. The critical realist position which is often 
adopted by psychologists is less extreme than the realist position, although 
still based upon the premise that an external reality exists. However, this 
position recognises that it is not possible to know this reality fully or with 
certainty (Barker et al. 2002). This research project was undertaken from a 
critical realist position, and therefore was based upon the assertion that SWB 
is a concept that exists and can be defined and measured across 
populations.
Amongst those who take this stance there is also agreement that SWB is 
worth measuring (e.g. Layard, 2010; Dolan et al. 2011). In considering the 
literature available within academic mainstream psychology, it seems that 
there is some consensus regarding the agreed definition of SWB. Therefore 
these two aspects of the debate around SWB will not be revisited here. 
However, there continues to be a lack of agreement around the 
conceptualisation and measurement of SWB, and this ongoing debate will be 
now be outlined.
1.3.1. Conceptualising SWB
There appears to be a level of agreement over the definition of SWB, with the 
widely used definition advocated by Ed Diener, a prominent researcher in the 
field. Diener suggested that the three components of positive affect, negative 
affect and life satisfaction together form SWB (e.g. Diener, 1984). The area 
of life satisfaction was later broadened and satisfaction in specific domains 
considered alongside overall life satisfaction. Researchers have therefore 
commonly separated SWB out into consisting of affective and cognitive 
components (Schimmack, 2008). The cognitive component of SWB refers to 
the judgements one makes of satisfaction, while the affective component
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relates to the experience of positive affect and negative affect. Pavot (2008) 
described how SWB can be seen as a combination of ‘a predominant theme 
of positive mood and emotional states...’ and ‘...a cognitive evaluation of the 
conditions and circumstances of his or her life in positive and satisfying 
terms' (Pavot, 2008: 125).
However, the conceptualisation of SWB in terms of how these components 
come together continues to be debated by those working within the field, and 
a consensus still does not appear to exist. This has lead to a lack of 
consistency in approaches to assessing and measuring SWB within the 
research literature. In first considering the cognitive component of SWB, 
there has been considerable interest in the relationship between overall life 
satisfaction judgements and judgements of satisfaction in specific domains. 
Some have questioned the use of life satisfaction measures, for example 
Schwarz and Strack (1991) argued that when making life satisfaction 
judgements people answer based on their feelings at the time. This was 
based on experiments showing the impact of factors such as the 
environment, or comparison with negative or positive previous experiences, 
on judgements of life satisfaction. However, others, such as Schimmack et al. 
(2002) argued this was not the case, but that judgements of life satisfaction 
over time are based on the same information. This has been supported 
through research asking people to identify the information they based their 
judgement on. Schimmack et al. (2002) stated that it was when the 
information sources changed that life satisfaction judgements changed.
In reviewing the literature, Schimmack (2008) concluded that a high 
correlation exists between overall life satisfaction and domain satisfaction. 
Due to this high correlation, often researchers consider domain satisfaction to 
come under the life satisfaction component of SWB (Pavot, 2008), This may 
therefore be why often researchers have focused on assessing broader life 
satisfaction judgements when investigating the cognitive component of SWB.
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The nature of the relationship between the two elements forming the affective 
part of SWB has also been debated. In conceptualising SWB as consisting of 
positive affect and negative affect as two separate components, Diener in 
effect suggested that they were independent, and demonstrated this in an 
early paper (Diener & Emmons, 1984). However, this has since been 
disputed. For example, Egloff (1998) compared two measures and found 
positive and negative affect to be independent on one but not the other. 
Another study suggested that whereas positive affect and negative affect 
may be unrelated at the trait level, they were related at the state level, such 
that events had the opposite impact on the two (Schmulke et al. 2002). In 
reviewing the literature, Schimmack (2008) reported that positive and 
negative affect can be viewed as separate components when investigating 
SWB, although the evidence suggests they may not be truly independent.
There has also been a question within the literature as to what the focus 
should be in relation to positive and negative affect. Diener and colleagues 
have argued that it is the frequency with which positive and negative affective 
states are experienced which should be focused upon, not the intensity with 
which these states are experienced. They argued this based on the notion 
that the frequency of affective states is more measurable, and that 
experiencing intense positive affect could in fact have negative implications 
(Diener, Sandvik, et al. 1991). This second argument was supported by five 
studies which demonstrated a number of ways in which intense positive 
experiences could have negative consequences. Diener, Colvin et al. (1991) 
argued on the basis of these studies that intense positive events can make 
the experience of negative affect similarly more intense, subsequent events 
less positive, and is often followed by negative events. Therefore, measures 
of the affective components of SWB should focus upon the frequency with 
which positive and negative affect are experienced.
Within the field of SWB disagreement about how the three separate 
components should be conceptualised together to form overall SWB is 
ongoing. One way of viewing SWB is as a combination of experiencing high
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positive affect, low negative affect and having high life satisfaction. This 
suggests that a particular combination of the three components is required 
for high SWB. The work of Busserl et al. (2009) could be taken as an 
example of an approach that looked at the pattern of the three components in 
assessing overall SWB. This study used what they described as a ‘person 
centred approach’, and identified five separate patterns of individual’s 
reported positive affect, negative affect, and life satisfaction. The combination 
frequently referred to in the literature of high positive affect, low negative 
affect and high life satisfaction was considered an indicator of high SWB, the 
opposite pattern of low SWB. However, they found people with other 
configurations also showed levels of dysfunction and adaptive functioning, 
demonstrating that these were not only limited to those falling into the high or 
low categories.
A number of researchers have approached SWB as a latent factor 
accounting for the variance in the other factors, using factor analysis to 
support this conceptualisation (Busseri et al. 2007). However, in contrast 
others have emphasised that positive affect, negative affect and life 
satisfaction are different constructs and have strongly expressed the 
importance of measuring all three components separately. For example, 
Arthaud-Day et al. (2005) used factor analysis to identify whether a one 
factor model, reflecting overall wellbeing, a two factor model, reflecting the 
cognitive and affective components, or a three factor model was the most 
applicable structure for SWB. They found a three factor model was most 
appropriate. Results such as this support the notion that positive affect, 
negative affect and satisfaction are separate, highlighting the need to 
measure all three when researching SWB. Because SWB has been 
conceptualised in different ways and its structure is unclear, Busseri et al.
(2007) took the approach of using what they described as a ‘hybrid model’ to 
try to further the understanding of which way to conceptualise SWB. This 
research measured life satisfaction, positive affect and negative affect on two 
occasions, considering shared and separate variance in these components 
both within and across times of testing. The results provided support for the
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use of a hybrid model of SWB, which includes consideration of both the 
common variance and component specific variance over time. This perhaps 
offers a means for bringing together some of the ideas around 
conceptualising SWB as either consisting of three separate factors or one 
factor.
Despite numerous attempts to determine a widely agreed conceptualisation 
for SWB, in 2010 a review identified that a lack of an agreed and clear 
conceptualisation still existed (Busseri & Sadava, 2010). This review 
described five different conceptualisations of SWB: as three separate 
components, a hierarchical view with SWB as a higher order factor consisting 
of the three components, a causal system where positive and negative affect 
determine life satisfaction, as a composite in which the three components 
each uniquely contribute, or as a particular configuration of the different 
components. Because no one conceptualisation is currently agreed upon, 
Busseri and Sadava (2010) reported several important implications for 
research in this area. These included the need to assess all three 
components, as this is essential to three of the conceptualisations. They 
suggested that while there is no resolution as to the configuration, any 
studies not doing this should not be published, unless the reasons for it are 
clearly articulated. They also identified the importance of researchers linking 
their analysis to the model of SWB they have chosen, and the need to remain 
aware that findings based on one conceptualisation may not be applicable to 
alternative conceptualisations.
1.4. Measuring SWB
A large amount of the research into SWB has focused upon the use of self 
report questionnaires. These ask respondents to answer questions believed 
to reflect the underlying concepts of SWB, or specifically life satisfaction or 
positive or negative affect. Advantages of self report questionnaires include 
the low demands they place on respondents, the ease with which they can 
be used and the low cost. The development and use of such questionnaires
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has probably in part enabled the research literature in psychology around 
SWB to grow so rapidly. However, the use of self report questionnaires has 
several limitations. Pavot (2008) highlighted how there has been an over 
focus upon the use of self report methods at one moment in time only. They 
recognised the need therefore to consider either longitudinal designs or the 
use of other methods to support the self report data.
Although much of the research to date utilises questionnaires completed at 
one time only, there have been a number of advances which have enabled 
researchers to measure SWB in different ways. The ‘experience sampling 
methodology’ is one approach which has been used. This involves asking 
participants several times each day to identify what they are doing and how 
they are feeling (Kahneman et al. 2004). The experience sampling 
methodology has utilised modern technological developments, using hand 
held computers which signal at random times for a participant to make a 
recording (e.g. Scollon et al. 2003). Such technology has been seen as 
useful in research into SWB, in particular the affective components. However 
it is not without difficulties, such as the need for highly motivated participants 
due to the large demands upon them, the fact it is still based entirely upon 
self report, and the vast quantity of data to be analysed (Scollon et al. 2003). 
Another method which reduces some of these demands but still provides 
frequent ratings of experience is the day reconstruction method. This 
involves asking participants to write a diary of the previous day, identifying for 
different parts of the day the task they were doing and other information 
related to their subjective experiences (Kahneman et al. 2004). This puts less 
demands on participants as it requires less frequent ratings. However, it is 
still more demanding than the use of brief surveys, both for participants and 
researchers.
These different approaches to the measurement of SWB provide different 
information to further our knowledge of the area. The use of self report 
measures at one point in time, in contrast to recording frequent ‘in the 
moment’ ratings, could further be seen as reflecting different understandings
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of the concept of SWB. The use of one-off measurements could be seen as 
reflecting the understanding that SWB judgements involve a broader, more 
general judgement about one’s life. In contrast, measuring SWB using 
frequent reports may suggest that judgements are more transient and less 
stable over time. The use of such frequent reporting allows the investigation 
of peoples’ experiences of specific situations (Kahneman et al. 2004), 
suggesting a more direct relationship between current experiences and SWB. 
The incorporation of newer approaches is undoubtedly useful in furthering 
our understanding of the area of human wellbeing. However, the use of 
general measures of SWB continues to also be relevant and important in 
furthering our understanding of how people rate their wellbeing on a more 
global level. The use of such general measures will now be considered 
further.
1.4.1. Measuring SWB using one off general measures
As outlined previously, one of the continuing debates within SWB research 
concerns how SWB should be conceptualised. Because of differences in this 
area, researchers who describe themselves as investigating SWB have 
differed in their methods for doing so. In particular, despite numerous 
researchers advocating the need to investigate all three components of SWB, 
a number of published articles are based upon research which has not done 
so. Some researchers have focused instead on one or two components only. 
In describing what they call the ‘tendency toward narrow or incomplete 
assessment of subjective well-being’ (Pavot 2008; 133), Pavot outlined the 
impact this has when the results of separate studies are considered together 
in order to try to identify patterns. Therefore, they argued that such studies do 
not contribute in a meaningful way to the growing evidence base. Busseri 
and Sadava (2010) similarly highlighted the need to consider whether the 
results of studies utilising a particular conceptualisation of SWB are relevant 
to those using a different model.
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1.4.2. Self report measures of SWB
Researchers of SWB have often made use of the questionnaires available 
which claim to measure one or more of the three components, or to provide 
an overall measure of SWB. Although the over reliance on these measures 
has been questioned, many studies have demonstrated the reliability and 
validity of self reported SWB. Given that by its very nature the variable of 
interest is ‘subjective’, self report questionnaire measures continue to be 
valued as an accurate means of measurement (e.g. Pavot, 2008). 
Additionally, in terms of assessing outcomes, often within the field of 
psychological intervention these have been assessed using self report 
questionnaires. For example, one of the largest introductions to mental health 
services in recent years was a government driven programme known as the 
Improving Access to Psychological Therapies programme. This was, from the 
outset, driven by a need to measure outcomes. Outcomes were largely 
quantified through a number of self report questionnaires (Department of 
Health, 2008), reflecting the acceptability of such measures within healthcare 
as a means of considering whether an intervention leads to change. Within 
the area of SWB, many of the available questionnaire measures focus either 
only on the cognitive or the affective elements. Some of the most widely used 
measures are described below.
1.4.3. Measuring affect
The most widely used measure of positive and negative affect is the Positive 
and Negative Affect Schedule (PANAS, Watson et al. 1988). This consists of 
20 items, 10 related to positive and 10 to negative affect. Each item is one 
word relating to either positive feelings (e.g. inspired) or negative feelings 
(e.g. irritable). For each item the respondent is asked to respond on a scale 
of one (very slightly or not at all) to five (extremely), to what extent they have 
experienced that emotion over a particular time frame. The original article 
reported that the PANAS had been used with time frames ranging from the 
present moment, to the past year, to generally (Watson et al. 1988). 
Research amongst students and employees at an American University found 
high internal reliabilities (Cronbach’s alphas from 0.84 to 0.90 for different
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time scales). Good test-retest reliabilities over an eight week period, which 
were greater for longer time frames, and the expected patterns of 
correlations with other measures of related constructs, were also found 
(Watson et al. 1988). A large UK based study of a non-clinical sample 
provided further evidence of reliability and validity; Cron bach's alpha was 
0.89 for the positive affect scale, 0.84 for negative affect. Expected 
correlations were found between positive affect, negative affect and 
measures of anxiety and depression, with positive affect more negatively 
correlated with depression than anxiety (Crawford & Henry, 2004).
However, the PANAS has been criticised for consisting of only items related 
to high arousal, and for having items which some would consider not to be 
emotions, such as ‘strong’ or ‘active’ (Diener et al. 2010). Also, given that it 
has been argued that it is frequency, not intensity, with which positive and 
negative affect are experienced that should be considered, the PANAS could 
be criticised for failing to clearly focus upon frequency. Respondents are 
asked about the extent to which an emotion is experienced, which could be 
interpreted as requiring a rating of frequency or intensity.
Diener and colleagues therefore developed another measure of the affective 
elements of SWB; the Scale of Positive and Negative Emotions (SPANE, 
Diener et al. 2010). This also consists of positive items and negative items, 
with six of each. Items include what are described as both specific and 
general feelings (e.g. sad and negative). It is therefore argued that all levels 
of arousal are captured, unlike with the PANAS. Respondents rate how much 
they experienced the emotions in the last four weeks, rating from ‘very rarely 
or never’ to ‘very often or always’. The ratings are used to derive three scaled 
scores: SPANE-P relating to positive emotions, SPANE-N relating to 
negative emotions, and SPANE-B, a balance score calculated by subtracting 
SPANE-N from SPANE-P. SPANE-P and SPANE-N scores range from 6 to 
30, while SPANE-B scores range from -24 to 24, Diener et al. (2010) 
conducted initial research into the reliability of the scale amongst university 
students, largely in the US but also in Singapore. They found Cronbach’s
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alphas of 0.81 for SPANE-N, 0.87 for SPANE-P and 0.89 for SPANE-B, and 
temporal stabilities of 0.63, 0.62 and 0.68 respectively. Separate principal 
axis factor analyses produced one strong factor for both SPANE-N and 
SPANE-P, and the two scales were found to correlate with one another. The 
SPANE scales were shown to correlate with the PANAS scales, and to a 
lesser extent with other short measures of happiness. The SPANE-P 
correlated positively with the Satisfaction with Life Scale, and negatively with 
a measure of optimism (where a lower score indicates greater optimism). The 
SPANE-N correlated positively with the measure of optimism and negatively 
with the other measure. The findings were described as ‘promising, although 
more validity work is needed' (Diener et al. 2010: 151). Although the SPANE 
has been designed to overcome many of the difficulties associated with the 
PANAS, there has been only one study to date that has considered the 
psychometric properties of the scale, which was not based in the UK. There 
has also been no research using the SPANE and a measure of life 
satisfaction together in measuring SWB. Given the importance of measuring 
all three components such research is clearly essential.
1.4.4. Measuring life satisfaction
The Satisfaction with Life Scale (SWLS, Diener et al. 1985) is the most 
widely used measure of the cognitive element of SWB. The scale consists of 
five statements relating to general satisfaction with life, to which respondents 
give a rating on a seven point scale from strongly disagree to strongly agree. 
A number of studies have investigated the psychometric properties of the 
SWLS. In reviewing the research. Pavot and Diener (2008) reported a 
number of articles which have demonstrated high internal reliability and test- 
retest reliability. Additionally, they reported that the SWLS has been shown to 
be strongly negatively correlated with measures of depression and negative 
affect, and factor analyses have demonstrated the existence of one factor. 
SWLS scores range from 5 to 35, and the developers of the scale have 
provided guidance on interpreting these scores. A score of 30-35 is 
described as 'very high’, reflecting that the respondent is highly satisfied with 
their life. ‘High’ scores of 25-29 suggest things are going well but life is not
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seen as perfect, while ‘average’ scores of 20-24 reflect general satisfaction 
but with some areas where improvement is sought. Scores of 15-19 or 
‘slightly below average’ suggest there may be some level of problems 
preventing overall satisfaction, ‘dissatisfied’ scores of 10-15 reflect significant 
dissatisfaction. Scores of 5-9 reflect respondents are ‘extremely dissatisfied’ 
(Diener, 2006b).
1.4.5. Measuring overall SWB
Other measures that have been developed in the field of SWB include those 
aiming to offer a comprehensive single measure of SWB overall. The Oxford 
Happiness Questionnaire (OHO, Hills & Argyle, 2002) is one example of such 
a measure. The questionnaire consists of 29 statements, to which the 
respondent gives a rating on a six point scale from strongly disagree to 
strongly agree. Therefore, possible total scores range from 29 to 174. The 
measure includes some positively worded items (e.g. I feel that life is very 
rewarding) and some negatively worded items which are reverse scored (e.g. 
I do not have fun with other people). In assessing the psychometric 
properties of the measure amongst a sample of UK university students and 
their family and friends, internal reliability was found to be high (Cronbach’s 
alpha= .91). The OHO correlated highly with a number of expected 
personality and emotion measures (Hills & Argyle, 2002). However, in 
considering the factor structure of the OHO, the researchers reported that it 
was not possible to produce an interpretable solution. This could be seen as 
a failure of this measure, although further analysis allowing for the 
identification of second order factors led to one second order factor being 
identified. Hills and Argyle (2002) argued this meant that the OHO could be 
seen as measuring a uni-dimensional construct of wellbeing. The OHO has 
subsequently been criticised for measuring both SWB and other related 
concepts such as self esteem and autonomy, for not being grounded in an 
established theory of SWB, and for being a less useful measure than shorter, 
pre-existing measures of SWB (Kashdan, 2004).
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1.4.6. Informant ratings
Alongside self report data, in order to assess validity a number of studies 
have also utilised the rating of somebody who knows the person well, or an 
‘informant’. Positive correlations have been found between self and informant 
ratings on SWB measures (Pavot, 2008), and have been taken as evidence 
of validity. Schneider & Schimmack (2009) conducted a meta analysis and, 
from considering correlations between self and informant ratings, confirmed 
there is evidence of some validity of these measures. Additionally, they found 
that agreement between self and informant ratings increased with age, the 
number of informants, and the number of items on the scales. Agreement 
was greater for life satisfaction judgements than for affect judgements, and 
for negative than positive affect. Other research has also shown that for life 
satisfaction judgements, the length of time for which an informant has known 
the person has an impact. Agreement between ratings increased over the 
first three years of knowing each other, but beyond this point the length of the 
relationship did not appear to ensure higher agreement (Schneider et al. 
2010).
1.4.7. Summary of measuring SWB
Several different ways of measuring SWB have been considered, and a 
number of brief questionnaire measures have been developed. The most 
established of these appear to be the PANAS for the measurement of 
positive and negative affect and the SWLS for life satisfaction. However, 
another measure of affect, the SPANE, has been recently developed in order 
to overcome some problems with the PANAS. Initial research using the 
SPANE has demonstrated good psychometric properties. The ability to have 
available reliable and valid measures is central to further developing our 
understanding and knowledge about SWB through research.
1.5. Applications of the measurement of SWB
In recent times there has been a wealth of research into SWB, much of which 
has focused on the correlates and potential causes and inhibitors of SWB.
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However, there have still been several criticisms of the evidence base to 
date, and many avenues for further research remain.
1.5.1. Correlations with socio-economic factors
A significant proportion of the research into SWB has grown from an interest 
in what leads to higher SWB, and what the impact of SWB is. This research 
has considered correlations between different factors and SWB, and 
provided a wealth of information about this. Correlations have been found 
between SWB and factors including employment, income, education, and 
relationships with others (Dolan et al. 2008). The increasing interest in SWB 
in the political arena is a reflection of this research. It could be assumed this 
may be based upon the assumption that there is some causal link between 
SWB leading to things that are desirable on a societal level, such as 
employment and good physical health.
However, it has been recognised that despite the wealth of research now 
available on SWB there is a lack of evidence regarding causality. 
Additionally, contradictory evidence exists regarding the correlation between 
SWB and some other factors (e.g. Dolan et al. 2008). As noted by Diener
(2008), it is essential to remember that correlations do not provide evidence 
of causation. Diener (2008) acknowledged the ease with which people can 
be drawn into making such an error; many of the factors found to correlate 
with SWB are those which would intuitively be thought to be causally related 
to SWB. For example, wealth may be expected to lead to greater SWB, and 
thus this has been a focus within some of the research. Overall, it appears 
there is a modest positive correlation between wealth and SWB, with the 
correlation stronger at lower levels of wealth (Biswas-Diener, 2008). This 
might lead to the assumption that greater wealth causes higher SWB. 
However, this is complicated by other findings, such as the fact that a 
number of studies have found an overemphasis on materialistic goals is 
actually related to lower life satisfaction and happiness (Van Boven, 2005). 
Also, studies have demonstrated that SWB can lead to later income, with 
Marks and Fleming (1999) showing in a study of students in Australia that
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SWB was related to later income. The results of longitudinal studies such as 
this were considered in a review of the research by Lyubomirsky et al. 
(2005). They argued that the links between positive affect and success are 
not only because success in domains such as work, income, relationships 
and so on leads to happiness, but that in fact happiness leads to greater 
successes.
A greater understanding of the causal relationship between SWB and other 
factors is useful not only in furthering the understanding of SWB, but also in 
informing attempts to influence SWB. If wellbeing is to be given priority 
across different areas within society, it is important not only to have an 
awareness of the potential social factors related to wellbeing, but also the 
knowledge that increased wellbeing leads to benefits. For example, while 
evidence that higher income leads to greater SWB may be interesting, it is 
not useful in knowing how to promote SWB. It is not going to be possible to 
provide everyone with a high income in order to increase their wellbeing. 
However, knowing that greater SWB can lead to greater success at work and 
higher income provides a rationale for interventions aimed at increasing SWB 
in the first instance.
1.5.2. Genetic/biological factors
When considering wellbeing, governmental policies and publications focus 
upon the prospect of improving wellbeing. This is based upon the assumption 
that wellbeing can be improved through some form of intervention. However, 
a number of studies have related SWB to personality factors and 
temperament, while others have considered the heritability of wellbeing. If 
SWB was largely, or fully, determined by these factors this would suggest 
that attempts to intervene would be fruitless, as they would have little or no 
impact. The argument for a genetic or biological basis of SWB can be seen 
as the foundation of an idea which was dominant in the field. This was the 
notion of a set point for SWB; an unchangeable point or level to which a 
person will always return (Headey, 2010). However, evidence now exists that 
contradicts this; significant life events have been shown to alter SWB (Lucas,
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2007) and reported life satisfaction, positive and negative affect change 
significantly over time amongst a proportion of people (Fujita & Diener, 2005; 
Scollon & Diener, 2006). In reviewing the evidence, Lucas (2008) concluded 
that while there is evidence that SWB is correlated with personality factors 
and is moderately heritable and stable, this does not, as others have argued, 
automatically lead to the conclusion that SWB cannot be changed. He 
suggested that while these factors contribute, research has also shown that 
SWB does change over time. The notion that SWB can be changed and 
influenced by intervention has been supported by Diener (2008), who argued 
that the notion that people have a completely fixed ‘set point' has been 
successfully disproved by the research. Headey (2010) argued that a new 
theory which accounts not only for stability, but also change over time, is 
needed for SWB. Similarly, Lyuborkirsky et al. (2005) supported the notion 
that SWB is changeable, presenting a model that proposes three influences 
on SWB. This ‘sustainable happiness’ model suggests these are genetics, 
which relates to the ‘set point’, circumstances, which relates to characteristics 
of the person that are relatively stable, and activities, or the things people 
intentionally do in their lives (Sheldon & Lyubomirsky, 2009). The model 
suggests that generally it is the activities a person chooses to engage in that 
can lead to changes in SWB.
Therefore, it seems the current consensus is that although SWB may be to 
some extent influenced by factors that are unchangeable, there is sufficient 
evidence that judgements can change over time. As a result, interventions to 
alter SWB are a worthwhile avenue for exploration.
1.5.3. Interventions to increase SWB
A number of forms of interventions to increase SWB have been considered 
and investigated. These include making goal based changes. For example, 
students that successfully worked towards personal goals were found to have 
adjusted to college more than those who did not (Sheldon, 2008). 
Additionally, participants who made an activity or circumstance goal related 
change showed improvements in affect, compared to participants who did
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not. This effect was greatest for those who remained aware of the change 
and for whom it added variety to their lives (Sheldon & Lyubormirsky, 2009). 
Other interventions have focused on gratitude. Emmons and McCullogh 
(2003) found participants who identified experiences they were grateful for 
once a week for ten weeks showed positive benefits in how they rated life 
generally, compared to those focusing on hassles or neutral events. 
However, they showed no gains in positive or negative affect. In the second 
part of the same study involving daily rather than weekly recordings, 
participants noticing events they were grateful for experienced higher levels 
of positive affect than those recording hassles or making social comparisons. 
Some initial support has also been found for mindfulness based interventions 
impacting upon SWB. Collard et al. (2008) found students who completed a 
mindfulness based cognitive therapy intervention showed significant 
decreases in negative affect, and a non-significant trend towards increased 
satisfaction with life.
1.6. Summary
This introduction began by introducing the area of wellbeing, its relevance to 
clinical psychologists and importance to current society, particularly focusing 
on higher education settings. It then focused on SWB, highlighting some of 
the controversies around the conceptualisation and measurement of SWB, 
before outlining our current knowledge of some of the correlates of SWB and 
the use of intervention for its improvement. Given the current high profile of 
SWB and its relevance to society, the importance of having reliable and valid 
measures to assess the effectiveness of any interventions aimed at 
increasing SWB is clear. This research focused on establishing the 
psychometric properties of two measures used to assess SWB, the SPANE 
and the SWLS, amongst a higher education population in the United 
Kingdom.
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2. Aims and Hypotheses
2.1. Rationale
Given the increasing focus upon wellbeing, having measures which can be 
used to assess wellbeing is essential. These must be both reliable and valid 
for the population to which they are being applied. Reliability refers to the 
stability of a measure, and includes stability over time (test-retest reliability) 
and between scores on the items that make up a measure (internal 
consistency) (Kline, 2000). Validity refers to whether an instrument is 
measuring what it claims to, and a number of types of validity are often 
referred to. Face validity refers to whether a measure looks like it measures 
what it aims to (Kline, 2000). Content validity refers to ‘the degree to which 
elements of an assessment instrument are relevant to and representative of 
the targeted construct for a particular assessment purpose’ (Haynes et al. 
1995; 239). Concurrent validity aims to investigate how highly the measure 
correlates with another measure of the same concept completed at the same 
time (Oppenheim, 1992). Discriminant validity considers whether the 
measure is correlated with other unrelated concepts (Barker et al. 2002). 
Construct validity incorporates all other forms of validity, including those 
mentioned and the factor structure, and is the degree to which the instrument 
measures the construct it aims to (Haynes et al. 1995).
Higher education populations within the UK are one population to which the 
relevance of wellbeing has been highlighted. Therefore it is necessary to 
ensure that measures of subjective wellbeing (SWB) have good 
psychometric properties in this environment. It is also essential to assess 
whether the measures can be used in practice to determine the effectiveness 
of interventions. Although a number of studies have been conducted in 
higher education settings, these have largely used the PANAS as a measure 
of the affective components of SWB, and have predominantly been carried 
out at American universities. This study assessed the validity and reliability of 
two measures, the relatively new measure of positive and negative affect, the
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SPANE, and the SWLS, within one higher education institution in the UK. 
Therefore this study differed from existing studies through a combination of 
being located in the UK and using the SPANE, a newer measure for which 
the psychometric properties are less established than the PANAS, alongside 
the SWLS. The SPANE and SWLS were chosen because of the 
recommendation that measures of all three components of SWB are included 
in its assessment (Busseri & Sadava, 2010). The SWLS is an established 
measure of the cognitive component of life satisfaction, and there is initial 
support for the SPANE as a measure of the positive and negative affective 
components. This study also trialled the use of the SPANE and SWLS as 
outcome measures for interventions aimed at increasing wellbeing.
2.2. Aims, objectives and hypotheses
The first and most substantial part of this study aimed to assess the 
psychometric properties of the SPANE and SWLS in one higher education 
setting in the UK. This part of the study had a number of objectives;
Objective 7; To assess test-retest reliability and internal consistency for both 
the SPANE and SWLS.
Hypothesis; Both the SPANE and SWLS will have acceptable test-retest 
reliability and consistency.
Objective 2; To assess concurrent validity, by comparing scores of the 
SPANE and SWLS to other measures of SWB.
Hypothesis; Both the SPANE and SWLS will show evidence of concurrent 
validity with existing measures.
Objective 3; To further consider concurrent and discriminant validity, through 
participants own completion of a questionnaire assessing a related concept, 
depression, and through consideration of informant reports.
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Hypothesis: Evidence of correlations between self and informant reports will 
be found. SPANE- P and SWLS scores will correlate negatively with 
depression scores, while SPANE-N scores will correlate positively.
Objective 4: To consider the factor structure of the measures using 
exploratory factor analysis, given that the SPANE and SWLS have not been 
included together in a factor analysis previously.
Hypothesis: An interpretable structure will be found.
The second part of the study aimed to trial the measures as a means of 
assessing the outcomes of interventions aimed at increasing wellbeing in the 
same setting.
Objective 5: To assess whether the SPANE and SWLS detect any changes 
in SWB assessed before and after attending group based wellbeing 
interventions.
Hypothesis: SPANE and SWLS scores will be different following a wellbeing 
group intervention.
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S.Method
3.1. Part 1
3.1.1. Design
The study used a cross sectional design, using self completed 
questionnaires. It focused upon assessing the psychometric properties of the 
SPANE and SWLS to establish their reliability and validity.
3.1.2. Setting
The study was carried out at one campus based higher education institution 
in the South of England. According to the Higher Education Statistics 
Agency, in 2009/2010 the university held 5225 postgraduate students and 
10190 undergraduate students (HESA, 2011a), and 1250 academic and 
1520 non-academic staff (HESA, 2011b). In the 2010/2011 academic year, 
during which the research took place, 6590 students were male (2234 
postgraduates and 4356 undergraduates), and 8357 female (2179 
postgraduates and 6178 undergraduates). Therefore 44.1% of the student 
population were male, 55.9% female, while for the undergraduate population 
the split was 41.4% to 68.6% and for postgraduates 50.6% and 49.4% for 
males and females respectively (University of 2011).
3.1.3. Participants
All staff and students at the university in October 2010 were invited to 
participate in the study. In considering the sample size required, guidance in 
relation to factor analysis was considered. Floyd and Widaman (1995) 
described a range of different recommendations from other sources. These 
included 4:1 and 5:1 participant to variable ratios, at least 200 participants 
overall and 5 per item, 5 per item with at least 100 but 10 per item if less than 
100, and using factor loadings instead to determine the stability of the 
solution. Costello and Osborne (2005) identified that although exploratory 
factor analysis has been used with a range of sample sizes including small 
samples, large samples led to the most replicable results. Therefore this
 ^ In order to preserve anonymity the name of the university has been blanked out.
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Study aimed to obtain as large a sample as possible. The total number of 
items on the SPANE and SWLS combined was 17. Using the guidance of 10 
participants per item, the largest ratio suggested by Floyd and Widaman 
(1995), this study would have required a sample of at least 170. This was 
less than the minimum of 200 also suggested. It was therefore hoped that a 
sample of no less than 200 participants would be achieved.
3.1.4. Recruitment
Participants were recruited through an email sent to all staff and students 
through the university email system (appendix 1). This explained the purpose 
of the study, what it would entail and provided a link to the survey website. In 
exchange for participation, entry into a prize draw for a £50 voucher was 
offered. In addition staff and students were asked to forward the recruitment 
email to friends or family, who were recruited as informants with the offer of a 
prize draw for a £20 voucher.
3.1.5. Ethical Approval
This study was reviewed and received a favourable ethical opinion from the 
University Ethics Committee (reference: EC/2010/87/FAHS, see appendix 2). 
The recruitment information email informed participants of their rights. This 
included informing staff and students that their participation was voluntary, 
and outlining the way in which the only piece of identifiable information they 
provided, an email address, would be used in order to preserve 
confidentiality. The email also outlined the right to withdraw from the study, 
and this was preserved through discounting data provided by those who 
began but did not fully complete the survey.
3.1.6. Measures
The SPANE, SWLS, PANAS and OHQ, all described in the introduction, 
were used in the study (appendix 3). The Patient Health Questionnaire 9 
(PHQ-9, Kroenke et al. 2001, appendix 3) was also used. This is a nine item 
measure. For each item, each a symptom of depression, participants are 
asked to identify how much it has bothered them over the last two weeks.
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rating from 0 (Not at all) to 3 (Nearly every day). The PHQ-9 has been shown 
to have good psychometric properties and can be used in the diagnosis of 
depression or as a continuous measure of the severity of depressive 
symptoms. Cut off scores of 5 for mild, 10 for moderate, 15 for moderately 
severe and 20 for severe are used (Kroenke et al. 2010). Participants were 
also asked a number of questions relating to demographic details.
3.1.7. Procedure
The recruitment email was sent in October 2010. Those who wished to 
participate followed a link to an online survey website, where they could 
complete the initial part of the study. Participants were asked for some 
demographic information, including an email address. This would enable 
them to be entered into the prize draw and to be contacted regarding the 
follow up to the study. The participants were asked to complete the SPANE, 
SWLS, PANAS, PHQ-9 and OHQ.
Participants were also asked to forward the recruitment email to friends or 
family, who were provided with a separate link to another survey. There they 
were asked some initial questions regarding their relationship with the person 
who sent them the email (the participant). They were also asked to provide 
the email address of the participant, to enable their scores to be linked, and 
their own email address for entry into the draw. The informant was then 
asked to complete the SPANE and SWLS, but to answer in relation to their 
friend or relative rather than themselves (appendix 4).
All participants were contacted again via email four weeks after completing 
the survey and invited to complete a follow up survey (appendix 5). Although 
Kline (2000) recommends at least a three month interval between initial 
completion and retesting, this was not possible within the time frame of the 
project. The initial study into the psychometric properties of the SPANE used 
a one month interval (Diener et al. 2010), and therefore the four week interval 
used here was similar. A prize draw for a £20 voucher was offered in return 
for participation in the follow up part of the study. On this occasion.
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participants were asked to provide the email address they had given 
previously to enable their responses to be linked, before completing the 
SPANE and SWLS again. This procedure is summarised in the flow diagram 
below (figure 1).
Recruitment email sent to 
all staff and students
Participants forward email 
to friends or relatives
Participants contacted by 
email four weeks later 
regarding follow up.
Participants visit website. 
Complete:
Email address
SPANE
SWLS
Friends/ relatives visit website. 
Complete:
Relationship questions 
Own and participant email 
addresses
Informant ratings for SPANE 
Informant ratings for SWLS
Staff/students visit website.
Participants complete:
Demographic questions
SPANE
SWLS
PANAS
PHQ-9
OHQ
Figure 1 : Flow diagram of Part 1
3.1.8. Data Analysis
Once the data had been collected it was exported from the website into 
SPSS 18 for Windows. In order to ensure that participants did not miss out 
questions, leading to incomplete data, the survey was set up such that 
participants could not proceed to the subsequent part of the survey until they
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had completed all necessary questions. If participants left the website before 
completing all the questionnaires this was taken as them exercising their right 
to withdraw from the research, and the data they had provided was not used. 
This led to the exclusion of 144 people from the initial data, 26 from the follow 
up data, and 25 from the friend and family ratings data. This was the only 
criteria on which participants were excluded. Through the development of the 
online survey system, in completing the questionnaires participants were only 
able to give a response from those provided. Therefore it was not necessary 
to check the data for errors. However, the exported data gave responses in 
word format, and therefore these were transformed in SPSS into the 
corresponding numerical values. For the OHQ where some items were 
reverse scored, this was taken into account and the numerical values 
adjusted accordingly. SPSS was then used to calculate scores on each 
scale for each participant.
Before considering the reliability and validity of the SPANE and SWLS, 
descriptive statistics were calculated to provide information on the data 
collected and the characteristics of the sample. The data was also screened 
as appropriate to ensure the suitability of conducting each of the planned 
analyses.
3.1.8.1. Reliability
The test-retest reliability of the SPANE-P, SPANE-N, SPANE-B and SWLS 
was measured using Pearson’s correlational coefficients. Internal 
consistency was assessed using Cron bach’s alpha.
3.1.8.2. Concurrent Validity and Discriminant Validity
Pearson’s correlations between the scales and other existing scales of 
subjective wellbeing (SWB), the PANAS and OHQ, and the measure of 
depression, the PHQ-9, were used to assess concurrent and discriminant 
validity. Where a friend or family member had also completed the survey, the 
patterns of relationships between the participants SPANE and SWLS scores 
and informant ratings were also considered. Schneider and Schimmack
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(2009) argued that where multiple informant ratings are available for the 
same participant, each rating should be treated as separate. Therefore in this 
study all informants’ ratings were retained and used as separate data.
3.1.8.3. Factor Analysis
Because of the continuing debate within the research literature regarding the 
underlying structure of SWB, an exploratory rather than confirmatory factor 
analysis was considered appropriate. Although it would have been possible 
to generate a hypothesis regarding the underlying structure, which could 
have been tested using a confirmatory factor analysis, the ongoing debate 
means that a number of possible structures may exist. Because of this, the 
evidence is not clear enough to suggest one over and above the others. 
Additionally, the SPANE had only been subject to one previous published 
analysis. This was also the first study to combine the use of the SWLS and 
SPANE in measuring SWB. Therefore, the researcher considered an 
exploratory factor analysis to be appropriate in the first instance.
A number of different methods of extraction exist within exploratory factor 
analysis (Williams et al. 2010). If data is normally distributed, Costello and 
Osborne (2005) reported that it has been suggested that using the ‘maximum 
likelihood’ extraction is most appropriate, and they identified this to be their 
preferred method. Where the distribution of data is not normal, they 
recommend ‘principal axis factors’. There is also debate as to the best 
method for determining the number of factors to extract. Several methods are 
commonly used, including Kaiser’s criteria of an eigenvalue of greater than 
one and the use of scree plots (Williams et al. 2010). Field (2005) suggests 
Kaiser’s criterion to be accurate where communalities are high, while scree 
plots may be more appropriate when communalities are lower, while Costello 
and Osborne (2005) argue that the scree plot is the best method. Therefore 
both methods were used here and differences in the resulting number of 
factors considered. In considering the appropriate method of rotation, it is 
necessary to consider whether the factors would be expected to be 
correlated or uncorrelated. Within the fields of social sciences or psychology.
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factors are often expected to correlate. Therefore a method of oblique 
rotation should be used, such as direct oblimin (e.g. Costello & Osborne, 
2005; Field, 2005). Given the evidence in the existing literature for a 
correlation between the components of SWB, an oblique rotation was 
deemed most appropriate.
3.2. Part 2
3.2.1. Design
The second part of the study used the measures pre and post group based 
interventions aimed at increasing wellbeing.
3.2.2. Setting
The Centre for Wellbeing at the same university was the setting for the 
second part of the study. The centre offers individual and group interventions 
for staff and students. It has embraced the wellbeing agenda in offering a 
number of interventions focused on the promotion of wellbeing as opposed to 
the reduction of distress.
3.2.3. Participants
Participants were drawn from the population of staff and students attending 
ongoing groups run by the Centre for Wellbeing. The number recruited was 
dependent entirely on the numbers attending the group, and of those the 
number who wished to take part. Therefore there was no predetermined 
number of participants.
3.2.4. Recruitment
Staff at the centre identified for the researcher those groups or workshops in 
their programme which could be seen as offering a wellbeing intervention, 
and which had multiple sessions with fixed group members. A number of 
other workshops were not included because they ran as either one off 
sessions or drop-ins. This was because the study involved the collection of 
pre and post intervention data, and therefore it was agreed this would be
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most feasible and appropriate for fixed groups with multiple sessions. Three 
workshops were identified; ‘Mindfulness for Staff, ‘Mindfulness for Beginners’ 
and 'Living the Good Life’. The groups were promoted within the university, 
including through the university website. There ‘Mindfulness for Staff was 
described as providing an opportunity to increase awareness, to enable 
participants to ‘step out of autopilot mode and respond to situations more 
skilfully’. It consisted of eight weekly two hour sessions and one full day 
session between the sixth and seventh weekly sessions, ‘Mindfulness for 
Beginners’ was for students and was one and a half hours weekly for four 
weeks. The website described it as an introductory course, and said mindful 
awareness can lead to feeling less stressed and anxious and developing 
resilience. ‘Living the Good Life’ was described as involving exercises from 
positive psychology, covering social connectedness, strengths, values, 
gratitude and savouring the moment. This consisted of six weekly fifty minute 
sessions, and was open to both students and staff.
Once someone had registered for any of these workshops they were asked 
to attend a brief meeting with the course facilitator. During this meeting this 
research project was mentioned. After this meeting and prior to the first group 
session, the centre sent an information email about the study to all of those 
registered as attending one of the three groups (appendix 6).
3.2.5. Measures
The SPANE and SWLS were the main measures used in the study. A 
number of demographic questions, and questions relating to use of the 
centre were also asked.
3.2.6. Ethical Approval
This study was reviewed by and received a favourable ethical opinion from 
the University Ethics Committee (reference: EC/2010/122/FAHS, see 
appendix 7).
Major Research Project
154
3.2.7. Procedure
Those who chose to visit the survey website after reading the information 
email clicked on a link in the email to take them to it. On reaching the survey 
they were first presented with a page outlining their rights as a participant, 
where they could indicate their consent to participate. If they did so they were 
then asked some demographic questions, questions about the group they 
would be attending and their hopes for attending. They were also asked to 
provide an email address, for the purpose of linking their responses, and then 
completed the SPANE and SWLS.
Participants were contacted again via email (appendix 8) after the final 
session of the group they were attending. They were given another link to an 
online survey. There, they were asked to provide their email address again, 
and to again identify the group they had attended and whether it met their 
goals. They them completed the SPANE and SWLS for a second time. This 
procedure is summarised in figure 2. All of those who participated in part 2 of 
the study will be sent a summary of the results.
Participants contacted by email after 
group finishes regarding follow up.
Participants visit website. Complete 
questions, SPANE and SWLS.
Group member visits website. 
Consents to participate.
Participants complete demographic and 
group questions, SPANE and SWLS.
Recruitment email sent to staff/ 
students registered for mindfulness or 
living the good life courses
Figure 2: Flow diagram for part 2
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3.2.8. Data Analysis
The initial management of the data was similar to the first part of the study. 
The data was exported and transferred into SPSS. The online survey had 
again required responses to every questionnaire item and therefore no 
incomplete surveys were included. The data for those who had left the 
website before completion was excluded (4 pre and 0 post intervention). In 
SPSS, the responses to items on the questionnaires were transformed into 
the corresponding numerical values. Scores for the different scales were 
calculated and then initial summary information on the data and the sample 
considered.
Comparisons between pre and post intervention data were then conducted. 
Wilcoxon signed ranks tests and paired samples t- tests were conducted for 
each of the scales available (SPANE-P, SPANE-N, SPANE-B and SWLS).
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4. Results
4.1. Part 1
Data for part 1 of the study was collected during October and November 
2010. Because of the way the survey was developed, no responses had to 
be discarded due to spoilt or incomplete responses. However, as previously 
described, a number were not included because respondents had left the 
website before completing all items and were therefore seen as having 
withdrawn from the study.
4.1.2. Participant characteristics
Overall, 655 participants completed the first part of the survey. Of these, 446 
(68.1%) were female, 209 (31.9%) male, with ages ranging from 18 to 71 
years. Undergraduate students formed the largest proportion of respondents, 
with postgraduate students and staff forming similar percentages to one 
another (table 1). Comparing this data to the entire university population, 
using the figures previously stated from 2009/10, suggested that the 
percentage of postgraduates who participated was similar to the percentage 
in the general university population. The percentage of undergraduates was 
lower and staff higher than in the wider population.
The split of male to female respondents was similar across the three groups 
(table 1). Males formed a lower percentage of the sample than of the student 
population, while the gender split in the university staff as a whole was 
unknown. While the age ranges were similar across the groups the median 
ages showed expected differences, with undergraduate students the lowest, 
postgraduates slightly higher and staff substantially higher again.
All respondents were asked additional questions regarding their role at the 
university. Undergraduate and postgraduate students were asked which year 
of study they were in. Amongst undergraduates, 142 (51.3%) were in their 
first year, 63 (22.6%) second, 59 (21.2%) third (two indicated this was a 
placement year), and 13 (4.7%) their fourth. One person did not respond
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(0.4%). For postgraduates, 131 (68.8%) were first year, 23 (12.1%) second, 
21 (11.1%) third, 6 (3.2%) fourth, and 5 (2.6%) fifth. Four (2.2%) did not 
respond. All respondents were asked which department they worked or 
studied in, and the responses were collated (appendix 9). This showed that 
respondents came from a range of faculties and departments. In terms of 
departments, the largest numbers of participants came from psychology and 
the school of management. This may reflect the size of these departments, a 
greater interest in the topic in these departments, or the higher percentage 
from psychology may be because the survey came from a fellow psychology 
student.
Staff were additionally asked to identify their role within the university, and 
where possible the job titles provided were allocated to a particular group or 
category of university staff. The results, shown in appendix 9, indicate that 
staff with a variety of roles completed the survey.
Participants were asked to indicate whether they were aware of the Centre 
for Wellbeing, and 437 (66.7%) indicated they were. However, 218 (33.3%) 
were not. Participants were also asked in an optional question with an open 
response format, if they were aware of the centre, whether they had 
accessed it. Of the 437, 72 did not respond to this question. 261 reported no, 
20 stated not yet and a further 11 provided responses indicating not yet, but 
that they had some interest or plan to access the centre. Five described 
services other than those offered at the centre, such as using the student 
health centre. This left 68 students (10.4% of the total sample) reporting 
using the centre in some format. Thirty-two of these indicated having some 
form of individual service such as one to one sessions or counselling, and a 
further six indicated this alongside a group or workshop. Twenty-five reported 
attending one or more groups or workshops. Where the workshop was 
identified responses included motivational sessions, mindfulness courses, 
relaxation, weight loss and artistic workshops. Three staff described services 
used by their students but not personal use, while two identified other uses 
(Indian head massage and yoga).
Major Research Project
00in
I
s
<u
:£
I
Ig
1II
g
0
1
I
CO
<D
I
1
2  (0
0) O
jd <D
iS
0
S>
i%
_0
E
Z3
E0 0O)c0
0D)0
1 .
0
EZJ
0JO
E3z
0
■§
3z
i2c0"OcoCL
0
i2c0TJcoCLs
j2c0TÏCoQ.
0
uT
CJ>
CO 'TCO CO o
£2-
o CD 05 Tf-CM CM CO CM
00
CD CD N N
00 O 00
CM CM
05
00 CO
a> in CM CO
CM 00^ CD
oo O O00 CD CD CM
CM N T-
"M" N 00N. CD CD
00 CM CD CDD) CM CM ■M-"M"
CD O Tf
CM (7> 0C5C^
O) O CD in
h- Oi OO mCM T— CD
C0T33
w
13
T3
2
20TJC
3
c0"O
I
I3
E?o
Û.
g
o ’
00I
o
cd’
I
w
_0
Q.
£
0
O)
1
0>
O
159
4.1.3. Measures
The participants scores on each of the scales were calculated from their 
responses to the relevant items. The only scale with reverse scored items 
was the OHQ, and this was accounted for. Before any further data analysis, 
consideration was given to whether the assumption of normality could be 
made. Formal tests of non-normality were not conducted, as with large 
sample sizes a small divergence from a normal distribution would lead to a 
significant result (Field, 2005). Instead, the histograms for each scale were 
considered and indicated the distributions to be approximately normal, except 
for the PHQ-9 and PANAS Negative Affect (NA) Scale (appendix 10).
4.1.3.1. Descriptive statistics of scale scores
The mean scores and standard deviations for each scale for the entire 
sample and subgroups of staff, undergraduates, postgraduates, males and 
females are presented in table 2. The SPANE scale means were comparable 
to those found by Diener et al. (2010) in their initial study of the measure. The 
SWLS means are comparable to those described in a review of the SWLS by 
Pavot and Diener (2008).
One way AN OVA was conducted to compare scores between 
undergraduates, postgraduates and staff. There was a significant difference 
for SPANE-P scores (F (2, 652) = 8.014, p< 0.001) and SPANE-B scores (F 
(2, 652) = 5.854, p=0.003). Inspection of table 2 showed that staff had the 
lowest means for both these scales. There was no significant difference for 
SPANE-N (F (2, 652) = 2.066, p>0.05) or SWLS (F (2, 652) = 0.764, p>0.05).
The mean scores for male and female participants were also compared, 
using an independent samples t-test. Levene’s tests were non-significant for 
all scales, and therefore the results reported are based upon the assumption 
of equal variances. There was a significant difference in the scores for males 
and females on the SPANE-N (t (653) =2.361, p=0.019) and SWLS (t (653) 
=3.333, p=0.001), with the female mean score higher for both (appendix 11).
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4.1.3.2. SWLS
Satisfaction with life scores can be categorised into six categories indicating 
varying levels of satisfaction, ranging from extremely dissatisfied to highly 
satisfied. The number of respondents with scores falling into each category 
are shown in table 3. This illustrates that some differences existed between 
staff, undergraduate and postgraduate students, with a higher percentage of 
staff reporting satisfaction in categories below average. For both the overall 
sample and the subgroups, a larger proportion of respondents' scores 
indicated an average or high level of satisfaction than below average or 
dissatisfaction.
4.1.3.3. PHQ-9
Although the PHQ-9 was not one of the primary measures in this study, it 
also enables the classification of those who complete it into categories of 
severity of depressive symptoms. The number of respondents with scores 
falling within each category are shown in table 4. This revealed that across 
the groups, the largest proportion of respondents scored within the lowest 
category of minimal depression. However, across all groups approximately 
half of respondents scores were above the minimal depression category, 
showing that a large group of respondents reported experiencing some level 
of depressive symptoms.
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4.1.4. Objective 1: Reliability
4.1.4.1. internai reliability
Internal reliability for each of the scales was assessed using Cronbach’s 
alpha. The results for the SWLS and SPANE scales were all acceptably high; 
SWLS: 0.865, SPANE-P: 0.869, SPANE-N: 0.811. The other scales used 
were all also found to have high internal reliability (see table 5). In 
considering the impact on alpha of deleting items from the scales (appendix
12), for the SPANE-P excluding none of the items would increase reliability. 
For the SPANE-N, removing the item ‘afraid’ led to a slight increase, but not 
substantial. Similarly, for the SWLS, removing question five (‘If I could live my 
life over, i would change almost nothing’) caused a slight increase. For all 
these scales, all items had item-total correlations of an acceptable level. The 
internal reliability of the scales was considered separately for undergraduate 
students, postgraduate students and staff, and for male and female 
respondents. All were found to have good internal reliability (table 5).
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4.1.4.2. Test-retest reliability
All 655 participants who completed the first part of the survey were asked to 
complete a second survey, consisting of the SPANE and SWLS only, and 
363 fully completed this. Histograms were used to consider whether the 
distribution of the data for each scale was approximately normal (appendix
13). Both the parametric Pearson’s and non-parametric Spearman’s Rho 
correlations were initially calculated and found to have minimal differences 
(appendix 14). Therefore the Pearson’s correlations are reported here (table 
6).
Table 6
Test-Retest Reliability for the SPANE and SWLS
Scale Test-retest (Pearson’s correlation
coefficient (r))
SPANE-P 0.722
SPANE-N 0.616
SPANE-B 0.706
SWLS 0.825
Note N=363
Using the guidelines suggested by Cohen, all these correlation coefficients 
illustrate a large effect size (r is greater than 0.50) (Field, 2005). However, 
the correlations are not perfect and suggest scale completion is subject to 
change over time. Test-retest reliability was calculated for the subgroups of 
undergraduate students, postgraduate students, staff, female and male 
respondents, and found to be similar to overall levels (appendix 15).
4.1.5. Validity
Because it had not been possible to conclusively determine normality of the 
scale distributions, both Pearson’s and Spearman’s Rho correlations were 
initially calculated. There was minimal difference between the two, and only 
one of the variables needs to be normally distributed in order for parametric 
tests to be valid for considering bivariate correlations. Although the
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histograms of the PHQ-9 and PANAS NA scores were not clearly normal, all 
of the scales of primary interest were approximately normally distributed. It 
was therefore possible to use the Pearson’s correlations and these are 
reported here. Correlations were calculated between all of the scale scores, 
and the results are shown in table 7.
4.1.5.1. Objective 2: Concurrent validity
The Pearson’s correlations showed the hypothesised positive correlations 
between the SPANE-P and the other measure of positive affect, the PANAS 
Positive Affect (PA), as well as the overall measure of subjective wellbeing 
(SWB), the OHQ. The two measures of negative affect, the SPANE-N and 
the PANAS NA, correlated positively with each other, while the SPANE-N 
correlated negatively with the OHQ. The SWLS, the measure of life 
satisfaction, showed a positive correlation with the overall measure of SWB, 
the OHQ, as expected. The SWLS did not show strong correlations with 
either the measure of positive or negative affect from the PANAS, but did 
show a positive correlation with the SPANE measure of positive affect, the 
SPANE-P.
4.1.5.2. Objective 3: Convergent and discriminant validity
Table 6 shows the correlation coefficients for the correlations between the 
measure of depression (PHQ-9) and the SWLS and SPANE scales. As 
predicted, the negative affect scale, the SPANE-N, and PHQ-9 showed a 
positive correlation. However, this was not as strong as may have been 
anticipated. The PHQ-9 was negatively correlated with the measure of life 
satisfaction (SWLS), positive affect (SPANE-P) and the balance of affect 
(SPANE-B). As would have been anticipated, the SPANE-P did not show a 
strong positive correlation with the PANAS measure of negative affect 
(PANAS-NA), while the SPANE-N did not highly correlate with the measure 
of positive affect (PANAS PA).
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4.1.5.3. Informant ratings
Only 19 respondents completed the informant rating part of the survey. One 
of these could not be matched to a participant, as the email address they 
provided had no match in the original data set. The remaining 18 related to 
11 participants. Because of the small number of respondents, responses 
were considered individually for each participant. SPANE-P, SPANE-N and 
SWLS scores of participants and informants were graphed together 
(appendix 16). The graphs showed variation; although several friends or 
family members reported a similar pattern of scores to the participant, in 
other cases they were less similar, particularly for negative affect or life 
satisfaction. Overall, the graphs seemed to show consistently more similarity 
between informant ratings and participant reports of positive affect than for 
the other components of SWB. This observation was supported by 
consideration of the mean differences in informant and participant scores and 
standard deviations. This demonstrated means of -0.33 (standard deviation 
(s.d.) 2.54) for the SPANE-P, 2.17 (s.d. 3.79) for the SPANE-N and -0.17 
(s.d. 6.06) for the SWLS. Because of the small number of informant ratings it 
was not possible to consider whether length of relationship or particular kinds 
of relationships led to greater or lesser accuracy.
4.1.5.4. Objective 4: Exploratory factor analysis
4.1.5.4.1. Data screening
Prior to conducting an exploratory factor analysis, the data was screened to 
determine the suitability of such a method (Field, 2005). The number of 
participants far exceeded the required 200. The distribution of each item was 
considered using histograms, and revealed some of the items were non- 
normally distributed. Because of this, the principal axis factor method of 
extraction was adopted (Costello & Osborne, 2005). In considering 
multicolinearity and singularity, although the determinant of the R-matrix was 
less than the required 0.00001, the correlations showed no evidence of 
singularity or extreme multicolinearity (R>0.8, Field, 2005). Additionally, none 
of the eigenvalues of the initially extracted factors was 0 (Tabachnik & 
Fiddell, 1996), suggesting that multicolinearity or singularity were not present.
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The factorability of the data was considered using the Kaiser-Meyer-Olkin 
measure of sampling adequacy, and this was found to be in the ‘superb’ 
range of greater than 0.9 (Field, 2005). Bartlett’s Test of Sphericity was 
significant, indicating that factor analysis of the data was appropriate 
(appendix 17).
4.1.5.4.2. Results of factor analysis
A factor analysis was conducted using the principal axis factor approach to 
data extraction, the Kaiser criterion of eigenvalues of greater than one, and 
the direct oblimin method of rotation (appendix 18). Three factors were 
extracted using this method. However, as some researchers have criticised 
the Kaiser criterion and recommended instead using scree plots, a scree plot 
was also produced. This suggested the existence of four factors, and 
therefore the analysis was re-run with four factors extracted. In this analysis, 
only one item loaded onto the fourth factor, the ‘Afraid’ item on the SPANE 
(appendix 19). Because the first analysis, extracting three factors, led to all 
factors having multiple items loading highly onto them and none with only 
one item, the results of this analysis were used. The three factors 
corresponded exactly to the items relating to positive affect, negative affect 
and life satisfaction respectively (table 8). All items had at least ‘fair’ loadings 
(above 0.45, Tachnik & Fiddell, 1996). The factor correlation matrix revealed 
correlations between all factors of 0.32 or more, suggesting that the factors 
were related (TabachnikS Fidell, 1996). Therefore the factor analysis 
revealed the existence of three related factors of positive affect, negative 
affect, and life satisfaction.
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Table 8
Exploratory Factor Analysis Pattern Matrix
Item 1
Factor
2 3
SPANEGood 0.785
SPANEHappy 0.763
SPANE Positive 0.761
SPANEPIeasant 0.745
SPANE Joyful 0.725
SPANEContented 0.524
SWLS1 0.820
SWLS3 0.784
SWLS4 0.762
SWLS2 0.759
SWLS5 0.598
SPANEBad 0.868
SPANENegative 0.713
SPANESad 0.679
SPANEUnpleasant 0.659
SPANEAfraid 0.482
SPANEAngry 0.461
4.2. Part 2
In the second part of the study, data was collected between February and 
April 2011. Participants completed the SPANE and SWLS only, the primary 
measures of interest in this study.
4.2.1. Attendance
The three workshops began with a total of 27 group members: 12 for 
‘Mindfulness for Beginners’ (all students), 10 for ‘Living the Good Life’ (nine 
students and one staff member) and 5 for ‘Mindfulness for Staff (all staff). 
Information about the survey was sent to all these people and 10 completed
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the pre-workshop survey. This consisted of 5 people from ‘Mindfulness for 
Beginners’ (41.67% of attendees), 3 from ‘Living the Good Life’ (30%) and 2 
from ‘Mindfulness for Staff (40%). Respondents came from a number of 
different departments across the university.
All of the students that began ‘Mindfulness for Beginners’ completed the 
course, although two were unable to attend the final session. Nine attendees 
attended all 4 sessions, the other three each missed 1 session. Attendees 
consisted of eleven females and one male, all of whom were final year 
undergraduates or postgraduate students. Two of the five who completed the 
pre attendance survey completed the post attendance survey.
Of the twelve who began ‘Living the Good Life’, the member of staff and two 
students attended only the first session. Only one male and one female 
student attended all 6 sessions. Two female and one male student attended 
5 sessions, while one female student attended 3 sessions and another 
attended 2. Two of the three attendees who completed the survey before 
attending also completed it afterwards.
Only two of the staff members attending ‘Mindfulness for Staff’ attended all 9 
sessions. One attended all except 1 session, another, the only male, 
attended 5 sessions and the all day session. The last attended 3 sessions 
before deciding not to complete the course. Both of those who completed the 
pre attendance survey also completed the survey post attendance.
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4.2.2. Results
Pre attendance SPANE-P, SPANE-N, SPANE-B and SWLS scores were 
calculated for each participant and are shown in table 9. Participants were 
also asked to state their goal for attending. Six participants goals involved 
coping with current difficulties: one depression and stress, one anxiety, one 
anxiety and panic, and three stress. The four remaining participants 
described broader goals around learning about themselves, having a more 
positive outlook, enjoying the moment and developing new skills, and having 
a greater sense of calmness in dealing with things.
Where possible, pre and post attendance scores were compared. The 
changes in scores are shown in table 10. Six of seven attendees showed 
some improvement in their affect scores. The person who did not had 
attended only 2 of 6 sessions, and reported this had limited their ability to 
achieve their goal of attending. All of the changes in SWLS scores were 
positive; no participant rated their life satisfaction as less following 
attendance. However three participants' scores changed minimally. After 
attending the workshops, two participants’ SWLS scores did not change 
category, both remaining slightly below average’. Of the remaining five, one 
improved by 3 categories, two by 2 and two by 1 category. Participants were 
asked to what the extent they had met their goal of attending, and all 
reported at least partially meeting their goal, with one saying they had totally 
met it and two that they had achieved the goal and more.
The sample size was too small to properly examine normality. Therefore pre 
and post attendance measures were compared using a parametric paired 
sampled t-test and a non-parametric equivalent. All mean scores were higher 
post attendance except the SPANE-N, which was lower, indicating 
‘improvement’ over the course of the intervention for all measures. Wilcoxon 
signed ranks test showed significant differences for SPANE-P (z=-2.047, 
p=0.041), SPANE-N (z=2.232, p=0.026), SPANE-B (z=2.201, p=0.028) and 
SWLS scores (z=-2.371, p=0.018). The t-tests showed significant differences 
in the SPANE-N (t (6) =4.596, p=0.004) SPANE-B (t(6) = -3.840, p=0.009)
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and SWLS scores (t (6) = -3.450, p= 0.014), and approached significance for 
SPANE-P scores (t (6) = -2.453, p= 0.050). However, due to the extremely 
small sample size and potential response bias this result should be 
interpreted with caution.
Major Research Project
r rÛ)
3(Q
Eü
8
S
0
<(D
3
13
is
CDO
ro
'-Nj
CJ
N
G )
Ca5
CJ)
k)
CD
3
Q .
2
3
S
tn
1
-n ” n T1 “ n ■n T l
CD CD CD CD CD CD
3 3 3 3 3 3
03 Q) 03 01 03 0)
CD CD CD CD CD CD
co co 
5T 5T
^  92 
00 00
ro  00
O )
G )
G ) co
c
m
3
CL
2
3
S
(O
3  3
co en 
(Q  (Q
Q) Q}
Q . Q . 
c  c
m  Q) 
CD CD
t  S
C
3
Q .
CD
CQ
3
CL
I
ï
ro C3)
G) Ü1
ro  CD
<
3 '
CQ
3 ^
CD
(Q
O
O
Q .
3 '
C
3
Q .
CD
CQ
3
Q .
CI
ro
-o
i3
Q .
I
10  G ) 
CD G )
00
O
3
c
T3
O
CD
3
Q .
CD
CD CDI ï
3
CD
3
Q .
Q)
3
8
CD O  
"D 3- >  Oî
-0  = 1-
CD O  
"ü 3- 
>  Dî ^§
CD O
"ü 3- >  ûî ^%
ro =;•
CD o
; I
CD CQ 
CD
§
Q)
3
%
3 '
I
3
3 "
ï
Q>
3
C i.
CD
CD
î
CD"
I
3 -
CD
i
s
3 .
“3
a
I
■§
Q)
I
&
3
8
G )
177
5. Discussion
5.1. Results in relation to aims and hypotheses
This study aimed to assess the reliability of two measures of subjective 
wellbeing (SWB), the SPANE and SWLS, in a UK higher education 
environment, and to trial them as outcome measures. The study was the first 
to use the SPANE in this population, and in collaboration with the SWLS. The 
study had five hypotheses.
The first hypothesis, that the SPANE and SWLS would have acceptable test- 
retest reliability and internal consistency, was supported by the results. The 
scales were shown to have good reliability and internal consistency both for 
the entire sample and for the subgroups of staff, undergraduate students, 
postgraduate students, males and females. The internal reliabilities for the 
SPANE scales were similar to those reported by Diener et al. (2010) in their 
initial study into the psychometric properties of the questionnaire. The test- 
retest reliabilities reported here were also similar, with the SPANE-P slightly 
higher. Internal reliability and test retest reliability coefficients for the SWLS 
were similarly high to those reported by Pavot and Diener (2008) in their 
review paper.
The second and third hypotheses, relating to concurrent and discriminant 
validity, were also supported by the data. The SPANE-P correlated positively 
with the more established measure of positive affect, the PANAS PA, and 
with the OHQ, a measure of overall SWB. It correlated negatively with the 
measure of depression, the PHQ-9. The SPANE-N correlated positively with 
the PANAS NA, a measure of negative affect, and the depression measure 
the PHQ-9, and negatively with overall SWB as measured by the OHQ. The 
SWLS correlated positively with overall SWB (OHQ) and negatively with the 
PHQ-9 measure of depression. Insufficient informant rating data was 
collected to enable statistical analysis of the correlations between self and
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informant ratings. However, consideration of the available data suggested 
that informant reports somewhat reflected self reports.
An interpretable structure was found using an exploratory factor analysis, 
supporting the fourth hypothesis. An exploratory factor analysis using the 
principal axis factor method of extraction, the Kaiser criterion to determine 
the number of factors to extract, and a direct oblimin rotation, produced three 
factors. These corresponded exactly to the items of the SPANE-P, SPANE- 
N, and SWLS scales. The factors correlated with one another suggesting 
they were related. Therefore, this analysis suggests that in using these 
measures in this setting, SWB could be conceptualised as consisting of three 
related factors of positive affect, negative affect and a cognitive factor of life 
satisfaction. In applying the measures as outcome measures for a wellbeing 
intervention, the key results are therefore the separate SPANE-P, SPANE-N 
and SWLS scores, although the SPANE-B score, a combined affect score, 
was also reported.
The second part of the study, where the measures were used in an applied 
setting, had one hypothesis. This was that there would be a difference in 
SPANE and SWLS scores between before and after attending a wellbeing 
focused group intervention. Despite the low sample size and therefore low 
power, this hypothesis was supported by the results.
5.2. Findings in relation to previous research
5.2.1. SPANE
The findings of this study add to the previous published research using the 
relatively new measure, the SPANE. The results provide further information 
on its psychometric properties, in the context of a different setting and 
population to the previous study. The SPANE was designed to overcome 
some criticisms of the PANAS, the most widely used measure of positive and 
negative affect to date. One of the ways the SPANE does this is by including 
more general feeling items, such as ‘positive’ and ‘negative’, as opposed to
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only specific feeling items. In this way it covers a broader range of feelings 
than by asking about specific emotions as in the PANAS. In their study, 
Diener et al. (2010) identified that afraid and angry, two of the SPANE items 
referring to specific emotions, showed the lowest item-total correlations within 
the reliability analysis. This was the case again in this study, with these two 
items having the lowest item-total correlations of all SPANE items. 
Additionally, when conducting the exploratory factor analysis, using the scree 
plot criteria led to the extraction of a fourth factor, on which 'afraid' was the 
only item. Therefore, these findings support Diener et al. (2010) in their 
notion that it may be possible to develop a shorter version of the scale, using 
only the three general positive and three general negative items and 
excluding the specific emotion items.
The exploratory factor analysis showed that the SPANE-P and SPANE-N 
items loaded separately onto two different factors, however scores on these 
scales were also shown to be negatively correlated. This fit with 
Schimmack’s (2008) report that positive and negative affect can be viewed 
as separate components of SWB, but that they are not independent of one 
another. The SPANE-P and SPANE-N were both shown to have good test- 
retest reliability but to still be sensitive to changes over time. This was 
supported by their ability to detect changes between pre and post 
intervention in part 2. This gives the SPANE the potential to be a useful 
measure in further investigations into SWB.
Diener et al. (2010) suggested that in developing the SPANE research base 
it may be useful to consider its associations with non self-report measures 
such as informant ratings, and this study sought to achieve this. 
Unfortunately, due to the small number of informant ratings obtained, it was 
not possible to draw firm conclusions with regards to this. However, the data 
available did suggest that there was some agreement between respondent 
and informant ratings, and that this was more so for the SPANE-P than the 
SPANE-N. Further research with a larger sample of informants would be 
useful in examining this further.
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5.2.2. SWLS
The data provided here for the SWLS adds to the wealth of data that already 
exists supporting the strong psychometric properties of this scale. However, 
this was the first study to use the SWLS together with the SPANE in a UK 
based higher education setting. This research also went beyond assessing 
psychometric properties, to consider whether the SWLS would detect 
changes between pre and post attendance at a wellbeing intervention. The 
results of the exploratory factor analysis demonstrated that where the SWLS 
is used alongside the SPANE in assessing SWB, the SWLS items relate to a 
separate factor to the SPANE-P or SPANE-N items. However, the three 
factors were related. Item five, 'If I could live my life over, I would change 
almost nothing’ showed the lowest loading onto this factor, and the lowest 
item-total correlation. This was in line with previous findings (Pavot & Diener, 
2008). Pavot and Diener (2008) identified that this item could be seen as 
assessing a different focus in time than the other items; it leads respondents 
to think about the past, and has been found in some studies to be somewhat 
separate. However, they argue it should still be included, and that 
researchers interested only in the present could exclude it from their analysis.
Scores on the SWLS were shown to correlate negatively with depression, as 
measured by the PHQ-9, and negative affect as measured by both the 
SPANE-N and PANAS NA. However, these correlations were not as strong 
as might have been anticipated based on previous findings (e.g. Pavot & 
Diener, 2008). The correlations with measures of positive affect (SPANE-P 
and PANAS PA) and the OHQ, which aims to measure overall SWB, were all 
greater and were all positive as expected. From the data gathered it is not 
possible to determine why the correlations with negative affect and 
depression were not larger. Further research may be useful in determining 
whether this result is found consistently in populations similar to this.
The ability to classify SWLS scores into different categories provided 
additional useful information on the overall levels of life satisfaction amongst 
the sample in the first part of the study. These classifications were also useful
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in considering changes between pre and post attendance of a wellbeing 
intervention in the second part. In the first part of the study, approximately 
75% of respondents reported levels of satisfaction that were 'average' or 
above. This may suggest that overall, in the higher education population it is 
a minority who judge their life as not satisfying. However, further research 
would be needed to conclude whether this was the case, as this may be a 
reflection of this sample or of the type of people who would voluntarily take 
part in a study looking at wellbeing. Although the number of respondents in 
the second part of the study was small, only 40% scored in the 'average' or 
above categories before attending the interventions. This may suggest that 
those in the smaller group of people within the overall population who are 
less satisfied, seek out interventions aimed at improving wellbeing. However 
further research would be needed to support this. Post intervention, five of 
seven respondents scored in higher categories of life satisfaction than pre 
intervention. Being able to consider change in this more descriptive manner 
as well as in terms of a numerical change score makes the SWLS a useful 
measure of outcome.
The second part of the study provided some support for the ability of the 
SWLS to act as an outcome measure for the cognitive component of SWB. 
Significant differences were found between pre and post attendance scores, 
suggesting that while the scale is reliable over time it is also able to detect 
changes. Therefore the SWLS could be utilised in routine outcome 
measurement or outcome research. This finding is in line with that of other 
studies, which have found initial evidence that the SWLS is sensitive to 
changes over the course of therapeutic interventions (Pavot & Diener, 2008).
5.2.3. SWB
The findings of this study add to the vast amount of literature within the field 
of SWB, as the study used measures of both the affective and cognitive 
components of SWB, something neglected in many existing studies. This 
study used a new measure of affect, the SPANE, alongside an established 
measure of life satisfaction, the SWLS. Data was collected in relation to a
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particular population within the UK, staff and students in a university. The 
results suggest that the SPANE and SWLS are reliable and valid measures 
of SWB, and therefore that these measures can be used in further SWB 
research in this setting. Part 2 of the study provided some evidence to show 
that the measures can detect differences between before and after an 
intervention. Therefore the SPANE and SLWS could be useful in evaluating 
interventions aimed at increasing SWB. In a report into measuring SWB for 
the Office of National Statistics, Dolan et al. (2011) identified the ability to 
monitor changes over time as one of three uses of measures of SWB. 
Therefore measures which are able to detect changes are highly important.
The results of the exploratory factor analysis suggest that within this setting 
when using these measures, SWB can be conceptualised as three separate 
but related factors of positive affect, negative affect and life satisfaction. This 
may be useful in the development of further research into SWB in this area. 
This is particularly the case given the current lack of clarity regarding its 
conceptualisation, and the importance of researchers making explicit their 
conceptualisations when investigating SWB (Busseri & Sadava, 2010).
5.3. Relevance of the findings
5.3.1. Relevance to clinical psychology
As outlined in the introduction, wellbeing is becoming increasingly prominent 
in national policies and guidelines. There has been a move away from 
focusing on the treatment of mental ill heath towards a broader focus, 
including promoting wellbeing. It is therefore important that clinical 
psychology too aligns itself with this and begins to pay greater attention to 
wellbeing. Some within the field and within academic psychology more 
generally have focused on wellbeing, or happiness, for some time, and built 
up a wealth of research in this area. This study focused upon one concept 
within this, SWB. For the promotion of wellbeing to become more of a priority 
within the mainstream of the clinical psychology profession, efforts to 
establish evidence of effective interventions are necessary. Although some
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research into the benefit of interventions does exist, the majority of SWB 
research relates to correlations between SWB and other variables. In order 
to conduct outcome research within the field of SWB it is essential to have 
reliable and valid measures. In offering evidence on the psychometric 
properties of the SPANE and SWLS, this study provides a basis from which 
outcome research could be developed.
5.3.2. Relevance to higher education
One of the areas of UK society in which the importance of supporting 
wellbeing has been discussed is higher education. Similar to the need for an 
evidence base more broadly, if universities are to provide services aimed at 
enhancing the SWB of staff and students they too need to be able to 
evaluate the outcomes of such services. This is particularly the case in the 
current economic climate where evidence of the benefits of any spending is 
more likely to be required. This study provides evidence of the reliability and 
validity of the SPANE and SWLS within this population. Therefore it supports 
the use of these measures in further research in such a higher education 
setting, and their use as measures of the outcomes of interventions.
The importance of supporting the wellbeing of students and university staff 
has been supported by the identification of both as groups who experience 
higher levels of stress or other common mental health difficulties. This study 
also provided evidence of high levels of experience of symptoms of 
depression in this university sample. While primarily used to assess 
convergent and divergent validity, responses to the PHQ-9 were also 
considered and the percentages of scores falling within each category of 
severity identified. This showed that approximately half of respondents in part 
1 of the study reported symptoms of mild depression or higher. The range of 
scores on the SPANE and SWLS also demonstrated a range of levels of 
positive and negative affect and overall life satisfaction. Therefore, 
interventions aimed at promoting wellbeing are likely to be of value within this 
population.
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In analysing the data collected, differences between staff, undergraduate 
students and postgraduate students were also considered. The results 
showed that staff were more likely to be in categories indicating low 
satisfaction with life, and that staff SPANE-P scores were lower than for 
students. This supports the need to include staff in research into wellbeing 
within higher education, and the need for the staff wellbeing project that is 
currently being carried out (Staff Wellbeing, 2009). The results also showed 
differences between male and female respondents, with male scores for life 
satisfaction on the SWLS and negative affect on the SPANE-N significantly 
lower. In order to understand these differences further, research into gender 
differences and SWB in higher education could be useful, and may be 
important in determining how attempts at improving SWB are approached.
5.4. Limitations
5.4.1. Relevance of results to other populations
The sample in this study was drawn from a specific population; staff and 
students in one UK higher education setting. This sample cannot necessarily 
be assumed to be representative of other populations. Therefore the 
measures cannot be assumed to be valid or reliable for populations beyond 
higher education. Similarly, the mean scores and distributions reported 
cannot be assumed to represent those that would be found in other 
populations. However, the results may be representative of similar 
populations within similar universities, and may provide a useful indication for 
what would be found in using these measures in such settings.
Although the sample size in part 1 was relatively large, this only represents a 
small proportion of the university population. The demographic data collected 
showed that undergraduates and male students were somewhat 
underrepresented, while staff were over represented. It was not possible to 
compare data on respondents department, role or year of study to data for 
the university population as a whole. It appeared that some departments 
were less represented, and more than half of all students were in their first
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year, suggesting other years of study may have been underrepresented. 
However, without conducting formal comparisons it was not possible to draw 
any firm conclusions regarding this. Future research could consider the use 
of additional means of promoting participation, to see if this increases 
response rates overall and amongst underrepresented groups.
Participants were not asked for any information on their cultural background. 
For example, they were not asked about ethnicity, country of origin or first 
language. Although any member of staff or students could complete the 
survey, it may be that for instance not having English as a first language put 
potential respondents off participating, this is unknown. Given the 
multicultural and diverse nature not only of higher education settings, but of 
the UK as a whole, the complete lack of information on the cultural diversity 
of participants is one of the limitations of the study. Similarly, the fact that the 
sample may not have accurately reflected the university population is also a 
limitation.
However, while the limitations of this sample and the generalisability to other 
populations should be acknowledged, the results may be generalisable to 
similar higher education institutions within the UK. The results can also 
provide a useful comparison for further data related to other populations in 
the UK and specifically in higher education.
5.4.2. Small sample in part 2
A substantial limitation of the second part of the study was the size of the 
sample. Only a small number participated, and they represented less than 
half those attending the workshops from which the sample was drawn. 
Therefore this sample may not be representative of all of those attending. 
Additionally, the three groups from which the sample was drawn differed in 
their format and content, but because of the low numbers were analysed 
together. This meant the ability to examine how changes in scores varied by 
intervention was lost.
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It is also important to note that although the results showed that there were 
differences in SPANE and SWLS scores between before and after a 
wellbeing intervention, they do not provide any information on causality. 
These changes may have reflected those that would have been found over 
time anyway, or may have related to something other than the intervention, 
such as the wish to please those running the groups. Investigating the 
effectiveness of the interventions was not the focus of this study. However, 
given that these measures have been shown to be reliable and valid, it would 
be useful for further research to be carried out using larger samples and 
control groups, in order to begin to assess the effectiveness of different 
interventions in improving SWB.
5.4.3. Using online surveys
The method of using online surveys was chosen for several reasons. Such a 
method reduces the demands and costs of a study, and offers recipients 
increased anonymity and greater freedom to choose when and where they 
wish to complete the survey. It also reduces any pressure to participate; 
people are free to choose whether to go to the website or not, and to drop out 
from the study part way through, with the knowledge that the researcher does 
not know their identity and they are not required to inform them in any way. In 
the second part of the study, using online surveys meant that people 
attending the groups may have felt a greater right to choose whether they 
participated than if they were handed questionnaires at the time of the group 
in person. It was hoped that the use of online surveys would enable those 
who did participate to feel more confident in the anonymity of their results, 
and would thus somewhat remove any felt pressure to indicate positive 
results. Additionally, it ensured that any respondents who dropped out of the 
workshops before the final session would still have the opportunity to 
complete the post group survey. As in many parts of the UK community, 
emails are often the preferred method of communication in higher education 
institutions. Therefore the use of this medium to inform people of the 
research fit with the communication methods they are used to.
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However, using online rather than paper surveys may have had implications 
on the results. The use of an online survey may have limited access for some 
members of the population, such as those with limited computer skills. 
Although this group could be assumed to be small within a setting such as 
this, it is still a part of the population that may not be represented. The use of 
email recruitment seemed less effective in recruiting informants than 
participants in part 1 of the study. It may be that whilst the online nature of 
the survey was familiar to and accepted by the university population, it was 
less acceptable to friends and family outside this setting. In the second part 
of the study, the use of online surveys introduced some variation, such that 
the number of days before the first and after the final workshop that 
respondents completed the surveys varied. It may be that if participants had 
been asked to complete paper based versions of the questionnaires 
immediately before the first and after the final workshop that the result would 
be different. Because all of the data in this study was collected online, and 
therefore remotely and electronically, it was not possible to conclude what 
impact this method had on the results. However, further research into any 
differences between the SPANE and SWLS when online versions are used 
compared to paper versions may be useful.
5.4.4. Reliance on self report
Although self report measures alone have been commonly used in research 
into SWB there has been some criticism of this. The value of using other 
methods alongside self reports, such as informant reports (Pavot, 2008) or 
biological methods (Diener, 2008) has been acknowledged. In this study an 
attempt was made to gather informant ratings as a method for considering 
concurrent validity. However, this was problematic, largely because very few 
informant reports were completed. As previously mentioned this may have 
been a result of the method used in trying to recruit informants. Respondents 
were asked to forward the recruitment email to friends and family, and it may 
be that they were reluctant to or did not do so. The email may also have not 
been clear enough, as the majority of the email did not relate to informant 
ratings, these were mentioned only at the end. The use of an online survey
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may have also had an impact. Of the few respondents for whom informants 
did provide ratings, several received multiple ratings, such that the 18 
useable ratings related to only 11 respondents. Unfortunately it was not 
possible to come to any conclusions about why it was not possible to gain 
informant ratings for the vast majority of respondents, or why a few 
respondents gained multiple informant ratings. Further research into the best 
format for gaining information from informants may be useful in building this 
understanding and increasing response rates.
However, if greater levels of informant data had been collected this still would 
not have been in line with the suggestion of Pavot (2008). This was because 
the informant ratings in this study were used in assessing the validity of the 
self report measures, rather than as an additional primary measure of SWB. 
Informant ratings were not requested in part 2 of the study, and instead self 
report measures were relied upon. Researchers considering future studies 
may wish to adopt different methods, whereby informant ratings or other 
assessments of SWB are employed as primary measures alongside self 
report. However, as noted previously SWB is inherently subjective, and self 
report data is often relied upon in the assessment of treatment outcomes. 
Therefore although this is a slight limitation of the study it probably reflects 
the approach commonly taken in practice.
5.4.5. Conducting an exploratory factor analysis rather than a 
confirmatory factor analysis
The rationale for conducting an exploratory rather than a confirmatory factor 
analysis in this study was outlined in the method chapter. However, some 
may argue that because of the pre-existing evidence around the factor 
structures of the measures, and the existing arguments for conceptualising 
SWB, a confirmatory factor analysis may have been appropriate. A 
confirmatory factor analysis should be used when a researcher is looking to 
test a specific hypothesis about the structures of latent variables and their 
relation to one another (Field, 2005). Costello and Osborne (2005) argued 
that often researchers use an exploratory factor analysis when they should
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have moved to testing hypotheses and answering questions, such as 
whether the structure is the same across different populations, where a 
confirmatory factor analysis should have been used.
However, the combination of the SWLS and SPANE together in measuring 
SWB was novel to this study. Although previous research using other 
measures has suggested structures for SWB, none of the research on which 
this is based related to the use of the SPANE. As a new measure, only one 
published study exists in which an exploratory factor analysis of the SPANE 
was conducted. This was for the SPANE alone, not in collaboration with a 
measure of the cognitive component of SWB. Therefore, an exploratory 
factor analysis of the structure of SWB when the SPANE and SWLS are used 
together was deemed to be more appropriate in this instance. It is hoped that 
future research will be conducted using these two measures, and will use a 
confirmatory factor analysis to determine whether the same structure exists 
in other populations or is replicated in this population.
5.5. Future research
5.5.1. Different populations
Given the limitations outlined above, further research using the SPANE and 
SWLS in other populations would be useful. This is the first study to use 
these measures together, and therefore further research using these 
measures would build upon these findings. Given that it cannot be assumed 
the evidence found here is applicable to other populations, it is essential that 
further research using the combination of the SPANE and SWLS is carried 
out in different settings and with different populations. Although a large 
number of studies have used the SWLS in investigating SWB, too often these 
have included this measure only and no accompanying measure of positive 
and negative affect. The importance of any research into SWB including 
measures of all three components has been highlighted. Therefore the 
combined use of these measures in a range of settings will strengthen the
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existing evidence base for the SWLS, and enable the development of a 
robust evidence base around the SPANE.
The results showed that male respondents negative affect scores on the 
SPANE-N and life satisfaction scores on the SWLS were significantly lower 
than female respondents. Therefore future research that aims to identify 
whether these gender differences exist in other populations, and tries to 
understand these differences, may be valuable. In addition, consideration of 
cultural context in future research would be highly useful. An understanding 
of any impact of cultural factors or language on the validity or reliability of the 
SPANE would be of particular value given this is a new measure with a 
limited evidence base.
5.5.2. Using the SPANE and SWLS as outcome measures
This study provides some initial support for the use of the SPANE and SWLS 
as outcome measures for therapeutic interventions. However, this was based 
upon small numbers. Therefore, future research should be conducted using 
these measures in assessing outcomes of interventions on a larger scale. 
This study combined the results from three different wellbeing interventions. 
In future studies, where there is a greater focus on evidence of outcomes, the 
results of separate interventions should be considered, analysed and 
reported separately. This would be helpful in enabling comparisons between 
different interventions, and providing data on which interventions show the 
greatest differences between pre and post attendance positive and negative 
affect and life satisfaction ratings.
Thus, the focus should move from whether the SPANE and SWLS are viable 
outcome measures to the beginnings of their use in outcome research. The 
investigation of SWB in applied settings has already begun, but a greater 
level of research is needed (Pavot, 2008). Possibilities for future research 
include considering differences between pre and post group interventions on 
a larger scale, using the measures to assess the outcomes of individual 
therapeutic interventions, and potential for the use of the SPANE and SWLS
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in randomised control trials of wellbeing interventions. Trials using a no 
intervention control group could enable consideration of whether scores 
would have changed in a similar manner over the same period of time 
anyway, which was not considered here.
It may also be beneficial to investigate more fully the implications of changes 
in positive affect, negative affect and life satisfaction ratings. Implicit in the 
agenda around SWB is the notion that increased SWB is desirable. This 
makes sense at a logical level, however, it may be useful to investigate this 
more fully through research. Therefore information on what any changes in 
SWB mean in reality, in terms of how they are experienced by people and 
whether they lead to any benefits, would also be valuable.
5.5.3. Longitudinal studies
The need for longitudinal studies of SWB has been recognised by many 
other researchers (e.g. Diener, 2008). Longitudinal research looking at SWB 
over time could be valuable in conjunction with research into outcomes. As 
quick, simple to use, reliable and valid measures, the SPANE and SWLS 
could contribute significantly to such research. Whereas previous research 
has found correlations between SWB and other desired attributes such as 
employment status and health (Dolan et al. 2008), longitudinal research 
could be used to consider this over time. This, in collaboration with outcome 
research, could offer a greater understanding of the relationship between 
these variables. If wellbeing is to continue to be the focus of policies and 
investment, then more evidence relating to causality is needed. It is important 
for research to be conducted that enables a comprehensive understanding of 
how SWB and other desirable attributes or experiences impact upon one 
another. Therefore, gains in SWB need to be demonstrated to be related to 
gains in other domains, and the direction of any causal influences 
determined. As a result, the desire and need for further research into SWB 
using a longitudinal perspective is growing, and the SPANE and SWLS have 
a role to play within this.
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5.6 Conclusions
This research took place in the context of growing interest in wellbeing, or 
more broadly 'happiness', in many domains, including politically and 
economically as well as within psychology. Although there are some who 
believe happiness or wellbeing does not exist as a definable and observable 
construct, this research was undertaken from a critical realist position from 
which it was assumed wellbeing can be defined and measured. This study 
focused on SWB as defined by Diener; as a construct consisting of three 
components of positive affect, negative affect and a cognitive judgement of 
life satisfaction. Having considered some of the ongoing debate and existing 
evidence within the research into SWB, this study focused upon establishing 
the psychometric properties of two measures in assessing SWB within a 
specific setting.
A study was conducted using the SPANE, a relatively new measure of 
positive and negative affect, and the SWLS, a measure of overall life 
satisfaction, within one higher education setting in the UK. Both measures 
were found to have high internal and test-retest reliability. Expected patterns 
of correlations with other measures were found, supporting the concurrent 
and discriminant validity of the measures. An exploratory factor analysis was 
conducted and suggested that SWB, as measured using these two 
questionnaires, could be understood as consisting of three separate but 
related factors. These factors corresponded to positive affect, negative affect 
and life satisfaction. Initial support for the ability of these measures to be 
used in applied settings was found; the measures were able to detect 
differences between pre and post attendance at group interventions aimed at 
improving wellbeing. Despite its limitations, including the small sample size in 
part 2 of the study and the ability to generalise the results, this study provides 
a basis from which further research using these measures together can be 
developed. Therefore, this study makes a valuable and unique contribution to 
the vast research literature in the area of SWB.
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Appendix 1: Wellbeing Study Information Email
Email Subject: Complete short online survey for chance to win £50 voucher
You are invited to participate in a study iooking at measuring welibeing amongst staff and 
students. If you chose to take part in this study you will be entered into a prize draw for a 
£50 amazon voucher.
This research is being carried out by Hayley Bullock, Trainee Clinical Psychologist, as part of 
the programme of study for the doctorate in Clinical Psychology. The research is being 
conducted in collaboration with the Centre for Welibeing based at the University of Surrey 
and under the supervision of Linda Morison, Research Tutors in the Department of Clinical 
Psychology and Les McMinn, Head of the Centre for Wellbeing. This project has been 
reviewed and given a favourable opinion by the University's Ethics Committee.
The study involves completing a number of questionnaires related to wellbeing. These 
questionnaires are available to complete online at the link below and should take no longer 
than 20 minutes to complete. Once you have completed the questionnaire you will be 
entered into the prize draw.
Linktosurvev
You can also offer a close friend or relative the chance to participate in the survey. They will 
be asked to complete a separate, shorter survey, answering questions in relation to your 
wellbeing. Their responses will be linked to yours for the purpose of analysing the results of 
the study. However you will not be able to see their responses and they will be unable to 
see yours. If a friend or relative completes the survey they will also be entered into a prize 
draw, for a chance to win a £20 amazon voucher. In order to complete the survey your 
friend or relative will need to know the email address you entered yourself when 
completing the survey. You can offer them this opportunity by forwarding to them the 
following link.
Link to friend/relative survev
If you complete the survey you will be contacted again in four weeks time and asked to 
complete a shorter survey of wellbeing, if you do so you will be entered into a further draw  
for a £20 amazon voucher. However you can complete the first part of the survey alone and 
will still be entered into the initial prize draw. You are under no obligation to complete the 
second part of the study.
Although your participation in this survey would be greatly appreciated you are under no 
obligation to complete the survey. If you do chose to complete the survey you can 
withdraw at any time without having to give a reason for doing so. In order for the separate 
parts of the research to be drawn together you will be asked to give your email address, 
however once this has been done your email address will be separated from your 
responses. Your responses will be kept anonymous and you will not be identifiable in the 
study.
if after completing the survey you have any questions or would like to receive a report of 
the final results please contact me at h.bullock@surrev.ac.uk. If you feel distressed after 
completing the survey and would like further support please contact the Centre for 
Wellbeing. Any compiaints or concerns about any aspects of the way you have been dealt 
with during the course of the study will be addressed; please contact Linda Morison 
(l.morison@surrev.ac.uk) or Les McMinn (i.mcminn@surrev.ac.uk).
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Appendix 2- Ethical Approval Letter Part 1
UNIVERSITY OF
# SURREY
Hayley Bullock
P "
Ethics Committee
13 September 2010 
Dear Hayley
Measuring subjective wellbeing in a higher education environment EC/2010/87/FAHS
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion; 13 September 2010.
The final list of documents reviewed by the Committee is as follows:
Document Date
Summary of the project 13 Sept 10
Detailed protocol for the project 13 Sept 10
Vi/ellbeing Information sheets for participants (recruitment email & follow up 
information sheet)
13 Sept 10
Wellbeing Study Friends and Relatives Information Sheet 13 Sept 10
Questionnaires/interview schedule 13 Sept 10
Risk assessment 13 Sept 10
Insurance - Zurich 13 Sept 10
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research. If the project includes distribution of a survey or 
questionnaire to members of the University community, researchers are asked to include a 
statement advising that the project has been reviewed by the University's Ethics Committee.
The Committee should be notified of any amendments to the protocol, any adverse reactions 
suffered by research participants, and if the study is terminated earlier than expected with 
reasons. Please be advised that the Ethics Committee is able to audit research to ensure that 
researchers are abiding by the University requirements and guidelines.
You are asked to note that a further submission to the Ethics Committee will be required in the 
event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Glenn Moulton
Secretary, University Ethics Committee 
Registry
cc: Professor S Williamson, Chairman, Ethics Committee
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Appendix 3: Questionnaire Measures Used
SPANE
Please think about what you have been doing and experiencing during the 
past four weeks. Then report how much you experienced each of the 
following feelings, using the scale below.
Very 
rarely or 
never
Rarely Sometimes Often
Very often 
or always
Positive
Negative
Good
Bad
Pleasant
Unpleasant
Happy
Sad
Afraid
Joyful
Angry
Contented
Diener, E., Wirtz, D., Tov, W., Kim-Prieto, C., Choi, D., Oishi, S. & Biswas- 
Diener, R. (2010). New well-being measures: Short scales to assess 
flourishing and positive and negative feelings. Social Indicators Research, 
97, 143-156.
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Satisfaction with Life Scale
Below are five statements that you may agree or disagree with. Using the 
scale below, indicate your agreement with each item. Please be open and 
honest in your responding.
Strongly
agree
Agree
Slightly
agree
Neither
agree
nor
disagree
Slightly
disagree
Disagree
Strongly
disagree
In most ways 
my life is 
close to my 
ideal.
The
conditions of 
my life are 
excellent.
1 am satisfied 
with my life.
So far 1 have 
gotten the 
important 
things 1 want 
in life.
If 1 could live 
my life over, 1 
would change 
almost 
nothing.
Diener, E., Emmons, R.A., Larsen, R.J. & Griffin, S. (1985). The satisfaction 
with life scale. Journal of Personality Assessment, 49, 71-75.
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PANAS
This scale consists of a number of words that describe different feelings and 
emotions. Read each item and then mark the appropriate answer. Indicate to 
what extent you have felt this way during the past few weeks. Use the scale 
to record your answers.
very slightly 
or not at all a little moderately quite a bit extremely
Interested
Distressed
Excited
Upset
Strong
Guilty
Scared
Hostile
Enthusiastic
Proud
Irritable
Alert
Ashamed
Inspired
Nervous
Determined
Attentive
Jittery
Active
Afraid
Watson, D., Clark, L.A. & Tellegen, A. (1988). Development and validation of 
brief measures of positive and negative affect: The PANAS scales. Journal of 
Personality and Social Psychology, 54 (6), 1063-1070.
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The Oxford Happiness Questionnaire
Below are a number of statements about happiness. Would you please 
indicate how much you agree or disagree with each.
You will need to read the statements carefully because some are phrased 
positively and others negatively. Don’t take too long over individual
questions; there are no ‘right’ or ‘wrong’ answers and no trick questions. The 
first answer that comes into your head is probably the right one foryou. If you 
find some of the questions difficult, please give the answer that is true for you 
in general or for most of the time.
strongly
disagree
moderately
disagree
slightly
disagree
slightly
agree
moderately
agree
strongly
agree
1 don’t feel 
particularly 
pleased with the 
way 1 am
1 am intensely 
interested in other 
people
1 feel that life is 
very rewarding
1 have very warm 
feelings towards 
almost everyone
1 rarely wake up 
feeling rested
1 am not 
particularly 
optimistic about 
the future
1 find most things 
amusing
1 am always 
committed and 
involved
Life is good
1 do not think that 
the world is a good 
place
1 laugh a lot
1 am well satisfied 
about everything 
in my life
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strongly
disagree
moderately
disagree
slightly
disagree
slightly
agree
moderately
agree
strongly
agree
1 don’t think 1 look 
attractive
There is a gap 
between what 1 
would like to do 
and what 1 have 
done
1 am very happy
1 find beauty in 
some things
1 always have a 
cheerful effect on 
others
1 can fit in 
everything 1 want 
to
1 feel that 1 am not 
especially in 
control of my life
1 feel able to take 
anything on
1 feel fully mentally 
alert
1 often experience 
joy and elation
1 do not find it easy 
to make decisions
1 do not have a 
particular sense of 
meaning and 
purpose in my life
1 feel 1 have a 
great deal of 
energy
1 usually have a 
good influence on 
events
1 do not have fun 
with other people
1 don’t feel 
particularly healthy
1 do not have 
particularly happy 
memories of the 
past
Hills, P. & Argyle, M. (2002). The oxford happiness questionnaire: A compact 
scale for the measurement of psychological well-being. Personality and 
Individual Difference, 33, 1073-1082.
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PHQ-9
Over the last 2 weeks, how often have you been bothered by any of the 
following problems?
Not at 
all
Several
days
More 
than half 
the days
Nearly
every
day
Little interest or pleasure in doing 
things
Feeling down depressed or 
hopeless
Trouble falling asleep, or sleeping 
too much
Feeling tired or having little energy
Poor appetite or overeating
Feeling bad about yourself- or that 
you are a failure or have let yourself 
or your family down
Trouble concentrating on things, 
such as reading the newspaper or 
watching television
Moving or speaking so slowly that 
other people could have noticed. Or 
the opposite- being so fidgety or 
restless that you have been moving 
around a lot more than usual
Thoughts that you would be better 
off dead, or of hurting yourself in 
some way
Kroenke, K., Spitzer, R.L. & Williams, J.B.W 
brief depression severity measure. Journal 
(9), 606-613.
, (2001). The PHQ-9: Validity of a 
of General Internal Medicine, 16
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Appendix 4: Instructions Given to Informants
SPANE
Please think about what your friend/relative has been doing and experiencing 
during the past four weeks. Then report how much you believe they 
experienced each of the following feelings, using the scale below,
SWLS
Below are five statements that you may agree or disagree with in relation to 
your friend/relative. Using the scale below. Indicate your agreement with 
each item for how you believe your friend/relative feels by indicating the 
appropriate response. Please be open and honest in your responding.
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Appendix 5: Part 1 Follow-up Email invitation
Email Subject: Wellbeing study
Thank you for participating in the wellbeing study and completing the online survey. 
You may remember that when you completed the survey you were told you would 
be contacted again four weeks after completing the survey initially, and asked to 
complete a further short survey. I am contacting you to now ask you to complete 
the second survey, available at the following link
Link to follow up survev
This survey is shorter than the first and should take no more than 10 minutes to 
complete. If you chose to complete this survey you will be entered into another 
prize draw for a £20 voucher. However, if you chose not to complete this part of the 
survey you will still have been entered into the initial prize draw for a £50 voucher, 
and this will be unaffected by whether you chose to participate this time.
Although your participation in this survey would be greatly appreciated you are 
under no obligation to complete the survey. If you do chose to complete the survey 
you can withdraw at anytime without having to give a reason for doing so. In order 
for the separate parts of the research to be drawn together you will be asked to 
give your email address, however once this has been done your email address will 
be separated from your responses. Your responses will be kept anonymous and you 
will not be identifiable in the study.
If after completing the survey you have any questions or would like to receive a 
report of the final results please contact me at h.bullock@surrev.ac.uk. If you feel 
distressed after completing the survey and would like further support please 
contact the Centre for Wellbeing. Any complaints or concerns about any aspects of 
the way you have been dealt with during the course of the study will be addressed; 
please contact Linda Morison fl.morison@surrev.ac.uk) or Les McMinn 
fl.mcminn@surrev.ac.uk). This study has been reviewed by the University Ethics 
Committee and given a favourable opinion.
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Appendix 6: Wellbeing Study Recruitment Email Part 2
Subject: Wellbeing Study
You are invited to take part in a study looking at measuring wellbeing amongst staff 
and students in a higher education setting. This study aims to investigate whether a 
questionnaire measure shows any changes between before and after attending 
groups at the Centre for Wellbeing.
This research is being undertaken as part of the PsychD in Clinical Psychology at the 
University of Surrey under the supervision of Sue Thorpe and Linda Morison, 
Research Tutors at the University of Surrey, and Les McMinn, director of the Centre 
for Wellbeing. This project has been reviewed and given a favourable ethical 
opinion by the University of Surrey Ethics Committee.
If you choose to take part you will be required to complete an online survey, which 
should take no longer than 10 minutes to complete. This can be found at this link:
Link to survev
You will be asked to complete a survey both before and after the workshop 
programme that you are attending at the Centre for Wellbeing. All information 
which is collected during this study will be kept strictly confidential. Although you 
will be asked to provide an email address, this will be for the purpose of contacting 
you about the second part of the study and linking your responses before and after 
the programme. After this your email address will be separated from your 
responses. The address will then be stored in order to send you a summary of the 
overall results of the study once it is completed.
Although your participation would be greatly appreciated you are under no 
obligation to participate in the study. If you do chose to participate you can 
withdraw at any time without having to give a reason for doing so. The services you 
receive from the Centre for Wellbeing will be unaffected whether you decide to 
participate in the study or not. The centre will also receive a summary of the overall 
results of the study but will not be informed of the results for individual 
participants.
If you have any questions please contact me at h.bullock@surrev.ac.uk. If you feel 
distressed after completing the survey and would like further support please 
contact the Centre for Wellbeing. Any complaints or concerns about any aspects of 
the way you have been dealt with during the course of the study will be addressed; 
please contact Linda Morison (i.morison@surrev.ac.uk) or Les McMinn 
(l.mcminn@surrev.ac.uk).
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Appendix 7: Ethical Approval Part 2
47 UNIVERSITY OF
#  SURREY
Hayley Bullock 
Psychology
FANS Ethics Committee
10 January 2011 
Dear Hayley
Measuring subjective welibeing in a higher education environment Part 2 
EC/2010/122/FAHS
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 10 January 2011.
The final list of documents reviewed by the Committee is as follows:
Document
Summary of the project
Detailed protocol for the project
Information sheet for participants
Consent form
Questionnaire
Recruitment email with link to survey
Email 2 to complete second survey
Risk assessment summary
Protocol Submission Proforma: Insurance
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research. If the project includes distribution of a survey or 
questionnaire to members of the University community, researchers are asked to include a 
statement advising that the project has been reviewed by the University's Ethics Committee.
The Committee should be notified of any amendments to the protocol, any adverse reactions 
suffered by research participants, and if the study is terminated earlier than expected with 
reasons. Please be advised that the Ethics Committee is able to audit research to ensure that 
researchers are abiding by the University requirements and guidelines.
You are asked to note that a further submission to the Ethics Committee will be required in the 
event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
(VGIerGlenn Moulton
Secretary, University Ethics Committee 
Registry
cc: Professor S Williamson, Chairman, Ethics Committee
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Appendix 8: Wellbeing Study Part 2 Follow-up Email
Email Subject: Wellbeing study
Thank you for participating in the welibeing study and completing the online survey. 
You may remember that when you completed the survey you were told you would 
be contacted again after completing the workshop you were attending and asked to 
complete a further short survey. I am contacting you to now ask you to complete 
the second survey, available at the following link
Link to follow up survev
This survey should take no longer than 10 minutes to complete. Although your 
participation would be greatly appreciated you are under no obligation to complete 
the survey. If you do chose to complete the survey you can withdraw at any time 
without having to give a reason for doing so. In order for the separate parts of the 
research to be drawn together you will be asked to give your email address, 
however once this has been done your email address will be separated from your 
responses. Your responses will be kept anonymous and you will not be identifiable 
in the study.
If after completing the survey you have any questions please contact me at 
h.bullock@surrev.ac.uk. If you feel distressed after completing the survey and 
would like further support please contact the Centre for Wellbeing. Any complaints 
or concerns about any aspects of the way you have been dealt with during the 
course of the study will be addressed; please contact Linda Morison 
(l.morison@surrev.ac.uk) or Les McMinn (l.mcminn@surrev.ac.uk). This project has 
been reviewed and given a favourable ethical opinion by the University of Surrey 
Ethics Committee.
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Appendix 9: Frequencies for Faculties and Departments of 
Respondents and Staff Categories
Faculties and Departments
Frequency Percentage (%)
Faculty of Arts and Human Sciences
Department of Dance, Film and Theatre 9 1.37
Department of Economics 5 0.76
Department of English 12 1.83
Department of Languages and Translation Studies 27 4.12
Department of Music and Sound Recording 15 2.29
Department of Politics 6 0.92
Department of Psychology 94 14.35
Department of Sociology 21 3.21
Department unspecified or unclear 14 2.14
All respondents in faculty 203 30.99
Faculty of Engineering and Physical Sciences
Division of Civil, Chemical and Environmental 11 1.68
Engineering
Department of Computing 12 1.83
Department of Electronic Engineering 32 4.89
Department of Mathematics 20 3.05
Division of Mechanical, Medical, and Aerospace 13 1.98
Engineering
Department of Physics 15 2.29
Department unspecified or unclear 50 7.63
All respondents in faculty 153 23.35
Faculty of Health and Medical Sciences
Division of Chemical Sciences 5 0.76
Division of Biochemical Sciences 26 3.97
Division of Microbial Sciences 3 0.46
Division of Nutritional Sciences 0 0.00
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Division of Health & Social Care 25 3.82
Division of Clinical Medicine (Postgraduate 11 1.68
Medical School and Surrey Clinical Research
Centre)
Department unspecified or unclear 37 5.65
All respondents in faculty 107 16.34
Faculty of Management and Law
School of Management 68 10.38
School of Law 9 1.37
Department unspecified or unclear 26 3.97
All respondents in faculty 103 15.72
More than one faculty described 1 0.15
Guildford School of Acting 5 0.76
Other departments or areas within the 
university
Library and lending services 7 1.07
Registry 8 1.22
Accommodation 5 0.76
Human Resources 6 0.92
IT 5 0.76
Research and Enterprise 10 1.53
Finance 9 1.37
Advanced Technology Institute 4 0.61
Marketing and Communications 3 0.46
Other support services (all staff in departments or 26 3.97
services with only 1 or 2 respondents) 
TOTAL 655 100
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Staff Categories
Frequency Percent
Lecturing staff 18 9.68
Professor 5 2.69
Professional services 3 1.61
IT staff 4 2.15
Project manager/officer 5 2.69
Registrar/Assistant registrar 3 1.61
Accountant or finance staff 7 3.76
Technician (various) 7 3.76
Administrative/clerical staff 45 24.19
Research staff 26 13.98
Tutor/senior tutor 8 4.30
Library staff 6 3.23
Support staff (not falling into
another category) 14 7.53
Academic staff 5 2.69
Human Resources 4 2.15
Manager (various) 9 4.84
Internal Auditor 2 1.08
Other (listed below) 15 8.06
TOTAL 186
Other : Careers adviser, Caretaker, Co-ordinator, Corporate services staff, 
Director, Editor, Engineering maintenance assistant. Experimental officer. 
Health and safety adviser. Market researcher. Membership consultant, 
Quality assurance. Recruitment officer. Security officer. Travel health nurse.
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Appendix 10: Histograms Showing the Distributions of Scale Scores
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Appendix 11- Independent t-tests Comparing Mean Scale Scores 
Between Males and Females
Scale t
Significance 
Degrees of freedom (2-tailed)
SPANE-P 1.399 653 0.162
SPANE-N 2.361 653 0.019
SPANE-B -.0624 653 0.533
SWLS 3.333 653 0.001
Scale Gender Mean
Female 22.2982
SPANE-P
Male 21.8517
Female 15.1659
SPANE-N
Male 14.3589
Female 7.1323
SPANE-B
Male 7.4928
Female 24.5874
SWLS
Male 22.8517
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Appendix 12: Internal Reliability Statistics 
SPANE-P (Cronbach’s Alpha= 0.869)
Item Cronbach’s alpha if item 
deleted
Positive 0.841
Good 0.839
Pleasant 0.848
Happy 0.836
Joyful 0.850
Contented 0.867
5PANE-N (Cronbach’s alpha= 0.811)
Item Cronbach’s alpha if item 
deleted
Negative 0.764
Bad 0.751
Unpleasant 0.773
Sad 0.762
Afraid 0.826
Angry 0.808
SWLS (Cronbach’s alpha= 0.865)
Item Cronbach’s alpha 
if item deleted
In most ways my life is close to my ideal 0.819
The conditions of my life are excellent 0.833
1 am satisfied with my life. 0.817
So far 1 have gotten the important things 1 0.845
want in life
If 1 could live my life over, 1 would change 0.869
almost nothing.
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PANAS PA (Cronbach’s alpha= 0.865)
Item Cronbach’s alpha if item deleted
Interested 0.850
Excited 0.853
Strong 0.853
Enthusiastic 0.840
Proud 0.861
Inspired 0.849
Determined 0.846
Attentive 0.850
Active 0.856
Alert 0.862
*ANAS NA (Cronbach’s alpha= 0.827)
Item Cronbach’s alpha if item deleted
Distressed 0.829
Upset 0.808
Guilty 0.814
Scared 0.796
Hostile 0.814
Irritable 0.815
Ashamed 0.815
Nervous 0.809
Jittery 0.809
Afraid 0.794
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PHQ-9 (Cronbach’s alpha= 0.841)
Item
Cronbach’s alpha 
if item deleted
Little interest or pleasure in doing things 0.828
Feeling down depressed or hopeless 0.817
Trouble falling asleep, or sleeping too much 0.824
Feeling tired or having little energy 0.822
Poor appetite or overeating 0.825
Feeling bad about yourself- or that you are a
failure or have let yourself or your family down 0.817
Trouble concentrating on things, such as
reading the newspaper or watching television 0.820
Moving or speaking so slowly that other people
could have noticed. Or the opposite- being so
fidgety or restless that you have been moving
around a lot more than usual 0.837
Thoughts that you would be better off dead, or
of hurting yourself in some way 0.831
OHQ (cronbach’s alpha= 0.926)
Item
Cronbach’s alpha 
If item deleted
1. 1 don’t feel particularly pleased with the way 1 am 0.922
2. 1 am intensely interested in other people 0.927
3. 1 feel that life is very rewarding 0.922
4. 1 have very warm feelings towards almost everyone 0.924
5. 1 rarely wake up feeling rested 0.925
6. 1 am not particularly optimistic about the future 0.922
7.1 find most things amusing 0.925
8.1 am always committed and involved 0.923
9. Life is good 0.921
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Cronbach’s alpha
Item if item deleted
10. 1 do not think that the world is a good place 0.924
11. 1 laugh a lot 0.923
12. 1 am well satisfied about everything in my life 0.921
13.1 don’t think I look attractive 0.925
14. There is a gap between what 1 would like to do and
what 1 have done 0.925
15. 1 am very happy 0.920
16. 1 find beauty in some things 0.925
17. 1 always have a cheerful effect on others 0.923
18. 1 can fit in everything 1 want to 0.924
19. 1 feel that 1 am not especially in control of my life 0.923
20. 1 feel able to take anything on 0.922
21. 1 feel fully mentally alert 0.922
22. 1 often experience joy and elation 0.921
23. 1 do not find it easy to make decisions 0.926
24. 1 do not have a particular sense of meaning and
purpose in my life 0.922
25. 1 feel 1 have a great deal of energy 0.922
26. 1 usually have a good influence on events 0.923
27. 1 do not have fun with other people 0.924
28. 1 don’t feel particularly healthy 0.924
29.1 do not have particularly happy memories of the past 0.925
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Appendix 13- Histograms Showing the Distributions of Scale Scores for 
the Follow-up Data
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Appendix 14- Test-Retest Reliability Statistics 
Pearson’s correlation coefficients for scale scores for the full sample
SPANE-P SPANE-N SPANE-B SWLS
Follow-up SPANE-P .722 -.439 .651 .604
Follow-up SPANE-N -.480** .616** -.622** -.480**
Follow-up SPANE-B .670** -.583** .706** .603**
Follow-up SWLS .526** -.345** .489** .825**
Spearman’s rho correlation coefficients for scale scores for the ful
sample
SPANE-P SPANE-N SPANE-B SWLS
Follow-up SPANE-P .709** -.390** .613 .556
Follow-up SPANE-N -.478** .607** -.621** -.431**
Follow-up SPANE-B .669** -.560** .698** .551**
Follow-up SWLS .512** -.324** .465** .803**
A/ofeN=363, **p<0.001
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Appendix 15- Test-Retest Reliability for Subgroups in Sample
Pearson’s correlation coefficients for scale scores for undergraduate 
students
SPANE-P SPANE-N SPANE-B SWLS
Follow-up SPANE-P .759 -.436
Follow-up SPANE-N -.545** .558*
Follow-up SPANE-B .717** -.549*
Follow-up SWLS .520 * -.353*
.676 .529
.628** -.521*
.719** .579*
.495** .826*
Note N=139, ** p<0.001
Pearson’s correlation coefficients for scale scores for postgraduate 
students
SPANE-P SPANE-N SPANE-B SWLS
Follow-up SPANE-P .709** -.512” .673 .658
Follow-up SPANE-N -.450** .662** -.627** -.472**
Follow-up SPANE-B .637** -.635** .709** .619**
Follow-up SWLS .495** -.420** .508** .851**
Note N=95, **p<0.001
Pearson’s correlation coefficients for scale scores for staff
SPANE-P SPANE-N SPANE-B SWLS
Follow-up SPANE-P .702” -.363 .601 .638
Follow-up SPANE-N -.461** .650** -.631** -.436**
Follow-up SPANE-B .669** -.566 .699** .617**
Follow-up SWLS .586** -.288** .493** .811**
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Pearson’s correlation coefficients for scale scores for female 
respondents
SPANE-P SPANE-N SPANE-B SWLS
Follow-up SPANE-P .730 -.423 .652 .576
Follow-up SPANE-N -.498” .612” -.634” -.474”
Follow-up SPANE-B .681” -.572” .712” .582”
Follow-up SWLS .520” -.333” .483” .816”
Note N=263, **p<0.001
Pearson’s correlation coefficients for scale scores for male
respondents
SPANE-P SPANE-N SPANE-B SWLS
Follow-up SPANE-P .703*’ -.512” .667 .672”
Follow-up SPANE-N -.447” .617” -.590” -.549”
Follow-up SPANE-B .645” -.621” .697” .680”
Follow-up SWLS .543” -.442” .541” .843”
Note N=100, ** p<0.001
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Appendix 16- Graphs Showing Participant and Informant Scores on the 
SPANE and SWLS
SWLS
SPANEP participant 
friend, 30 yrs, v.close
SPAN EN
SWLS "
SPANEP Hh-participant 
- a -  wife, lOyrs, v.close
SPANEN
Major Research Project
235
SWLS
SPANEP participant
= 0 =  patner, lOyrs, 
v.close
" SPANEN
SWLS '
SPANEP
Hh-participant
husband, 20yrs, v.close
SPANEN
Major Research Project
236
SWLS
SPANEP
-♦-p artic ip a n t
• = 0  Friend, 12yrs, v.close
SPANEN
SPANEP
-♦■partic ipant
O  partner, 6yrs, 
v.close
SWLS SPANEN
Major Research Project
237
SWLS
SPANEP -♦ -p a rtic ip a n t  
HO-sister, 20yrs, close
SPANEN
SWLS
SPANEP
-♦ -p a rtic ip a n t
- Q -  boyfriend, 3yrs, 
v.close
" SPANEN
Major Research Project
s
r —
0
1w
CDQ)
OIT
“O
CDO
w
e n tnu> lO
m"D
C/)
" D>
O  (D
? â
t-^
. - I
n>uQ-
T3QJ71
L L  O
N )W
00
oCD
( / )
CDQ)
Ozr
TJ
à.
CDO
g
w LnO
tn
m
c/i
in"D
>
Z
mTJ
O
■o>
H'I'f
fD m D 3 
a .  Q .
fO3
C L
T3m
c n  O  O  -< c ■<
£1 xj
o % c
3Oq
N)
CO
CD
0
1CO
CD
CO
O
“D
CDO
Nen
woen
I NJ <
m
Q .Q . C L
C L enNILn
C LC L
hO
o
241
Appendix 17- Factor Analysis Data Screening and Scree Plot
Kaiser-Meyer-Oikln (KMO) Measure and Bartlett’s Test of Sphericity
KMO Measure of Sampling Adequacy= 0.923
Bartlett’s Test of Sphericity: Approximate Chi-Square= 5270.832
Degrees of Freedom= 136 
Significance <0.001
Scree Plot
Scree Plot
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Item 1
Factor
2 3
SPANEGood 0785
SPANEHappy 0763
SPANE Positive 0761
SPANEPIeasant 0745
SPANEJoyful 0725
SPANEContented 0.524
SWLS1 0.820
SWLS3 0.784
SWLS4 0.762
SWLS2 0.759
SWLS5 0.598
SPANEBad 0.868
SPANENegative 0.713
SPANESad 0.679
SPANEUnpieasant 0.659
SPANEAfraid 0.482
SPANEAngry 0.461
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Pattern Matrix
Factor
Item 1 2 3 4
SPANEGood .778
SPANE Positive 0.777
SPANEHappy 0.757
SPANEPIeasant 0.752
SPANEJoyful 0.698
SPANEContented 0.536
SWLS1 0.820
SWLS3 0.782
SWLS4 0.761
SWLS2 0.756
SWLS5 0.598
SPANEBad 0.921
SPANENegative 0.723
SPANEUnpieasant 0.642
SPANESad 0.487
SPANEAngry 0.486
SPANEAfraid -0.687
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1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent fonns y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NFIS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
y
30 Applying research findings to clinical practice y
Research Log
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